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New (2nd) Edition MOORE’S PATHOLOGY 


This well-known text is unusual in several re- 
spects. First of all, it is the work of one man and 
therefore maintains a desirable “evenness” of ap- 
proach and writing style. Secondly, the arrange- 
ment is an etiologic one, according to pathologic 


The revision for this New (2nd) Edition was a 
very thorough one. There are three new chapters— 
on metabolism of enzymes; on gerontology; and 
on infectious diseases. Much important new in- 
formation is included on collagen diseases, viruses, 


agents and their portal of entry into the body. congestive heart failure, etc. 


An important feature of this text is the profusion of fine illustrations. There are 501 


of them altogether, with 33 in color, showing both gross and microscopic aspects. J3IVVI 44 SIIZIINY 5071 
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New (2nd) Edition 


I. Most up-to-date textbook of 
pathology available today 


2. Emphasizes physiological and 
chemical aspects of pathology 


3. 501 really helpful illustrations, 
33 in color 


Modern 2-column format 


...a thorough revision of a standard work! 


MOORE’S PATHOLOGY 


For the New (2nd) Edition this well-known text has been reorganized, rest in a large double 
column format, and thoroughly revised so as to include all recent advances in the field. It is a 
very workable reference source for the practicing physician and pathologist, and should prove 
tremendously satisfying as a textbook for the student. 


Since it is the work of one man, the book displays an “evenness” of approach and writing style 
that makes reading easier and more pleasant. Furthermore, it is a truly modern text—it employs 
the etiologic approach, with the material arranged according to pathologic agents and their portals 
of entry into the body. Physiologic and chemical aspects of pathology are emphasized. 


The book contains 501 illustrations, 33 of them in full color. For clarity, fineness of reproduction 
and all-around helpfulness, they are unexcelled in the literature. They make up a virtual atlas of 


pathology. 


Following are a few of the topics on which new material is included: metabolism of enzymes; 
infectious diseases ; tuberculosis ; viruses ; diffuse collagen diseases ; gerontology ; congestive heart 
failure; demyelinating encephalitides ; and tumors of the skin. 


By Rosert A. Moore, Edward Mallinckrodt Professor ot Yat Washington University School of Medicine, St. Louis. 1048 
pages, 7” x 10”, with 501 illustrations, 33 in color. $12. New (2nd) Edition, 
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“as usual, it will be the most read book in my library” 
Dr. C. V. Latimer, Hudson Falls, N. Y. 


Current Therapy 


If you don’t have a copy of 1951 Current Tuerapy, Doctor, perhaps you are overlooking an op- 
portunity to save yourself a good deal of time and effort. 40,000 physicians have used one or 
more of the Current Therapy volumes—used them often, used them with confidence, used them 
with profit. Consider these facts : 


1. 1951 Current THERAPY gives you the best treatment known to medical science today for each 
disease you are likely to encounter. All treatments recommended have been approved as the 
most effective available by the Board of Editorial Consultants (see below ). 


2. Every treatment in 1951 CURRENT THERAPY is being used in practice by the man who describes 
it for you. And all material is presented in concise, telegraphic, 1-2-3-4 style. 


all common disorders. The best treatment, no matter whether it’s brand new or long established. 


By 275 American Authorities selected by the following Board of Editorial Consultants: M. Epwarp Davis; Vincent J. DERBES; 
Garrietp G. Duncan; HuGH J, Jewett; J. Kerr; Perrin H. Lona; H. Houston Merritt; Pau A. WALTER 


. Patmer; Hopart A, REIMANN; Cyrus C. STuRGIS; and Ropert H. WiLtiams, Edited by Howarp F, Conn, M.D. 699 pages, 
GS”. $10 .00. New. 


Alwarez on the Neuroses 


This is the book that has, in the space of three short months, found its way into the libraries and 
into the hearts of thousands of American physicians. 


Doctors like the book because it throws a very bright light on one of today’s most vexing prob- 
lems—the management of neuroses and emotional disturbances. They find here help that they can 
understand and use—help supplied by an internist who knows the problem and who has had nota- 
ble success in solving it. 


But the appeal of the book is much wider than that. It is packed with hundreds of hints and bits 
of advice on as many different topics—advice on everything from how to recognise little strokes 
to how to get a child quickly, quietly and happily to bed. In short, here is the best of what a wise 


3. 1951 Current Therapy is not confined to recent advances, but gives you the best treatment for | 
physician has been able to glean during forty-five years of busy practice. | 


By Water C. ALVAkEz, D., Professor of Medicine, Mayo Foundation; Emeritus Consultant in Medicine, the Mayo | 
667 pages, 6” x 9”. $10.0 New 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5, Pa. 


Please send and charge my account on your Easy Payment Plan for Physicians. 
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These Editors and over I40 Leading 


EDITOR IN CHIEF 


WALTMAN WALTERS 


Surgeon, Mayo Clinic; Professor of Sur- 
gery, The Mayo Foundation, University 
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fessor of Surgery, Johns 
Hopkins University School 
of Medicine, Baltimore. 
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Professor of Surgery, Ohio 
State University College 
of Medicine, Columbus. 
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of Medicine, New Orleans. 
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—Professor of Orthopedic 
Surgery, Univ. of Il. Coll. 
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Professor of Neurosurgery, 
Duke University School of 
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cine, Chicago. 
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Are The Men Behind 


LEWIS-WALTERS PRACTICE OF SURGERY 


WHAT THEY OFFER YOU—Only a panel of specialists, such as this, could offer you THE GUIDANCE YOU 
NEED AND WANT in your practice. Each is qualified by experience as a leader in his field of surgery. Each 
has the teaching background to explain operative techniques to you so clearly as to be instantly understood. 


COMPLETE HISTORIES—You quickly find the operation you wish to study. You begin with the time a 
patient enters your office. You learn the essentials of his clinical history — findings. You 
review the diagnosis, conservative treatment and pre-operative treatment. undreds of photographs 
SHOW YOU THE STEP-BY-STEP OPERATIVE TECHNIQUE IN EVERY DETAIL. Post-operative man- 
agement and later facts complete the case. 
WITH EMPHASIS ON DIAGNOSIS AND TECHNIQUE—While the Lewis-Walters monographs include the 
entire clinical history, you find diagnosis and operative technique in special detail. Trained anatomical 
artists and unexcelled photographic equipment available to our authors at the leading medical centers 
provide the outstanding illustrations that speed your understanding and mastery of both diagnosis and 
surgical treatment. 
AND A NEVER-ENDING FLOW OF LATEST PROVEN SURGICAL INFORMATION—The university and 
hospital affiliations of our authors enable them to closely watch new methods of surgery. As soon as 


these methods are accepted, new pages are prepared and rushed to you. Lewis owners will shortly receive 
the following new articles: 


Local Anesthesia 
Blood Transfusion 
Fractures 
Diseases of Salivary Glands 
Physiologic Aspects of the Lungs 
of Importance to the Surgeon 
The Breast 
Segmental Enteritis—Surgical Aspects 
The Underlying Principles of the 
Treatment of Neoplastic Diseases 
Pyonephrosis 
Infections and Injuries of the 
Prostate and Seminal Vesicles 
Abnormalities of Scrotum and Testicles 
Irradiation in Gynecology 


1. LOOSE-LEAF REVISIONS 2. INTERNATIONAL DIGEST 
As medical advances are made, new pages of 
clinically proven material are prepared for Prior 
books which keep them up to date and reliable 
year after year. . Loose-leaf binding enables you 
to replace old pages with new easily and quickly. 


3. CONSULTING BUREAU 
A medical information bureau furnishes you with 
data on any problem pertaining to your practice. 
This bureau takes care of unusual cases not com- 
monly covered in medical books. It is an indi- 
vidualized service, prompt and efficient. 
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Visualization is the paramount and distinctive 
feature of DAVIS’ GYNECOLOGY AND OB- 
STETRICS. There are approximately 2,500 
illustrations in the 3,500 pages of text in the 
set. Davis, in reality, is an atlas of gynecol- 
ogy and obstetrics with the text condensed to 
the minimum, yet always adequate for clear 
understanding. It is a work that combines 


Brennemann-McQuarrie offers accurate refer- 
ence for treating both common and unusual 
maladies in children from birth to adoles- 
cence. Careful editing enables the authors to 
present complete material in only 4 loose-leaf 
volumes. Loose-leaf binding and Prior’s con- 
tinuous flow of revisions provide you with 
latest accepted medical facts. While pedi- 
atricians find Brennemann a “must,” general 
practitioners more and more realize what a 
help this outstanding reference is to them. 


Tice’s PRACTICE OF MEDICINE is arranged 
in the same sequence as a physician analyzes 
his patients. It is an authoritative reference 
on Internal Medicine. Special stress is placed 
on treatment, but the aim of the authors and 
editors is to furnish the reader with that 
which is usable in everyday practice and not 
to include every new wind of therapeutic 
doctrine. 


AND OBSTETRICS 


IN THREE LOOSE-LEAF VOLUMES AND INDEX 


the clarity of words with the vividness of 
pictures. DAVIS contains a concise but com- 
prehensive clinical presentation of every 
gynecologic and obstetric subject. Medical 
methods are stressed throughout this work. 
There are an unusually large number of 
chapters that are referred to daily by the 
physician in his office practice. 


nenunemanu-Me Luarre 4 Practice of Pediatrics 


IN FOUR LOOSE-LEAF VOLUMES, INCLUDING PRIOR THREE-FOLD SERVICE 


These volumes are written in an authorita- 
tive, easily understandable manner. Photo- 
graphs and drawings facilitate your diagnosis 
and treatment. 


Consider what portion of your practice is 
devoted solely to children. Consider the time 
you can save and the information you can 
gain by consulting in minutes the opinion of 
outstanding pediatric specialists. Many phy- | 
sicians have found LOOKING IT UP IN 
BRENNEMANN a profitable habit. 


PRACTICE OF MEDICINE 


IN TEN LOOSE-LEAF VOLUMES, INCLUDING PRIOR THREE-FOLD SERVICE 


More than 1000 pages devoted to therapy 

. When new treatments or new diag- 
nostic procedures are accepted, they are in- 
cluded in the revision sheets for TICE’S 
PRACTICE OF MEDICINE. You discard the 
old and insert the new. If you are a busy 
practitioner who would utilize to the fullest 
extent all the forces and resources of modern 
medicine, investigate TICE’S PRACTICE OF 
MEDICINE. 


 W. F. PRIOR COMPANY, INC., Hagerstown, Md 


: SEND Please send me information on the following: 
COUPON ODAVIS BRENNEMANN-McQUARRIE TICE Q LEWIS-WALTERS 
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District of Columbia, Med. Soc. of...| William M. Ballinger, Washington Mr. T. Wiprud, 1718 M St., N.W., Washington 6....| Washington, Oct. 1-3 
Florida Medical Association......... ave R. Murphey Jr., we eae Samuel M. Day, Box 1018, "Jacksonville ices Chiesa Hollywood, April 27-30 
Georgia, Medical Association of. . F. Reaves, Waycross..........! avid Henry Poer, 875 W. Peachtree St., N. rt Atlanta'Atlanta, May 12-14 
Hawaii Territorial Medical Assn. . .|Harry L. Arnold Jr., L. Tilden, Mabel Smyth Bldg., 
Idaho State Medical Association..... T. Scott, Lewiston........ Robert S. McKean, 305 Sun Bldg. 
Illinois State Medical Society....... Paul White, Kewanee Creer cenes set M. Camp, 224 S. Main St., Monmouth....... 
ndiana State Medical Association. South Bend........ y E. Smith, 23 E. Ohio St. Indianapolis 4..../ Indianapolis, Oct. 29-31 
Towa State Medical Society......... ‘Donald C. Conzett, Dubuque...... ‘A Allan B. Phillips, 406 Sixth y on Des Moines 9..... Des Moines, April 28-30 
sthmian Canal Zone, Med. Assn. of.. Forest R. Balboa Heights. . Carl M. Johnson, Box 
Kansas Medical Society............. C. H. Benage, Pittsburg.......... D. D. Vermillion, 512 New ached Bldg., Topeka.../ Kansas City, May 5-8 
Kentucky State Medical Association..Sam Overstreet, Louisville........ pee Underwood, 620 S. Third St., Louisville 2..... Louisville, Oct. 2-5 
ouisiana State Medical Society.....| pwn om Zander, New Orleans. ... Grenes Cole, 1430 Tulane Ave., New Orleans 12... Shreveport, April 28-30 
Maine Medical Association... .....<es! er C. Small, Belfast.......... Frederick R. Carter, 142 High St., Portland 3....... 
aryland, Med. and Chir. Faculty iW alter Dent Wise, Baltimore....... George H. Yeager, i211 Cathedral St., Baltimore... .. Baltimore, April 22-23 
Massachusetts Medical Society ittrick, Brookline....... Quimby Gallupe, 8 The Fenway, Boston 
Michigan State Medical Society cal EL. U Fernald Foster, 2020 Olds Tower, Lansing 8...... irand Rapids, 26-28 
Minnesota State Medical John F. Norman, Crookston....... B. B. Lowry Medical Arts Bldg., St. 2 May 26-28 
Mississippi State Medical Assn...... James Grant Thompson, Jackson. . 
Missour: State Medical Association. Edgar Virden, Kansas City..... E. 634 N. Grand Bivd., St. Louis 3..... 
Montana Medical Association. ....... H. Fredrickson, Missoula........ L. R. Hegland, 104 N. Broadway, Billings...... Great Falls, Sept. 13-16 
ebraska State Medical Association. le harles H. Sheets, Cozad.......0.-. B. Adams, 1315 Sharp Bldg., Lincoln 8.......... 
Nevada State Medical Association... Walter F. Quinn, Ruth........... WW esley W. Hall, 307 W. 6th St., Reno.............. Reno, Sept. 35 
New Hampshire Medical Society....., arris E. Powers, Manchester..... ‘Deering G. Smith, 44 Chester St. ‘Manchester, 9/30-10/2 
New Jersey, Medical Society of...... ‘Sigurd W. Johnsen, Passaic..... M. H. Greifinger, 315 W. Stat Trenton &...... ‘Atlantic City ides 19-22 
New Mexico Medical Society........ ‘Leland S. Evans, Las Cruces...... Mr. R. R. Marshall, 221 W. poe Ave., Albuquerque Carlsbad, May, 1952 
New York, Med. Soc. of the State of Carlton E. Wertz, Buffalo......... W. P. Anderton, 292 Madison Ave., New York 17. 
N. Carolina, Med. Soc. of the State of F. C. Hubbard, N. Wilkesboro..... Mr. James T. Barnes, 203 Capitol Club Bldg., Raleigh Pinehurst, May 6-8 
North Dakota State Medical Assn....|W. G. Lancaster, Fargo........ Mr. E. F. Engebretson, Lock Box 1198, Bismarck. . . Fargo, May, 1952 
Ohio State Medical Association...... Fred W. Dixon, Cleveland........ Mr. C. S. ee ‘ East State St., Columbus 15. . Cleveland, May 20-22 
Oklahoma State Medical egal “Ralph A. McGill, Tulsa........ Mr. R. H. Graham, 1227 Classen St., Oklahoma City 3 
Oregon State Medical Society....... ‘illiam J. Weese, Ontario........ Robert F. Milles Med: Dental Bldg., Portland 5 naeeee Portland, Oct. 10-13 
Pennsylvania, Med. Soc. of "State of eo B. Gardner, Pittsburgh..... W. F. Donaldson, 500 Penn Ave., Pittsbu ne Ses sc kus Pittsburgh, Sept. 16-20 
Puerto Rico, Medical Assn. of....... Oliveras-Guerra, Santurce...... ixpesor J. Montilla, P. O. Box 3866, Santurce......¢. nturce, . 12-1 
Rhode Island Medical Society....... A. Lawson, Providence....| Morgan Cutts, 106 E. Francis St., May 14-15 
South Carolina Medical Association. N. B. Heyward, 105 W. Cheves Florence........ 
South Dakota State Medical Assn.. J. Pankow, Sioux Falls........ Mr. J. C. Foster, Ist Nat'l Bank Bldg. Shans Falls. 
Tennessee State Medical Assn....... G. Kelly, Memphis......... ¥. @ Foster, 706 Church St., Nashville 
Texas Medical Association.......... ‘Allen T. Stewart, Lubbock........ ‘Mr. Tod Bates, 700 eit ee eee Dallas, May 4-7 
Utah State Medical Association...... 'V. P. White, Salt Lake City....... T. C. Weggeland, 42 S. East St., Salt Lake City 2 cou Lake City, Sept. 13-15 
Vermont State Medical Society...... E.E E. Johnston, St. Johnsbury..... omen F Hammond, “~ Main St., Bennin Pr nchester, Sept. 30-Oct. 2 
Virginia, Medical Society of........) i. Lydon Harrell, Norfolk........|/Mr. H. S. Johnson,* 1105 W. Franklin St., Richmond Virginia Beach, aaa 7-10 
Washington State Medical Assn...... Kenneth L. Partlow, Olympia...... wee W. Haviland, soa Henry Bldg., Seattle eee Seattle, Sept. 9 
West Virginia State Medical Assn. Frank J. Holroyd, Princeton ‘Mr. Charles Lively, Box 1031, Charleston 24......... Sulphur July 19-21 
Wisconsin, State Medical Society of. H. Christofferson, Colby....... ‘Mr. C. H. Crownhart, O04 E. Gorham St., Madison 3 Milwaukee, Oct 
Wyoming ‘State Medical Society..... rl E. Krueger, Rock . Mr. Arthur Abbey. “Box 1 Rock Springs, 
Deceased 


Radium and Radon for 
all Medical Purposes 


Prompt Delivery 


More than 30 years serving the 
Medical Profession. 


RADIUM CHEMICAL CO., Inc 


570 LEXINGTON AVENUE 
NEW YORK 22, N. Y. 


25 East Washington Street 
Chicago, Illinois 


3723 Wilshire Boulevard 
Los Angeles, California 


LUZIER’S SERVICE 


Many doctors recommend 
Luzier’s Service because they 
know (1) That Luzier’s Fine 
Cosmetics and Perfumes are accepted for 
advertising in publications of the Ameri- 
can Medical Association: (2) That they 
can get detailed information concerning: 
the Luzier formulary and_ in_ specific 
cases, raw materials for patch testing 
and (3) That this service is made avail- 
able by Cosmetic Consultants who assist 
with the selection of suitable beauty aids 
and explain how they should be applied 
to achieve the best results, the loveliest 
cosmetic effect. 


LUZIER’S INC., Kansas City, Mo. 


Makers of Fine Cosmetics and Perfumes 
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XRAY for the Doctor 
with only 7WO HANDS 


The busy doctor’s present-day work load, according to 

informed estimates, may be ten times as heavy as his 
father’s. How does the modern doctor do it? By taking full advan- 
tage of today’s improved medical facilities...including x-ray’s in- 
valuable assistance towards making fast, exact diagnoses. 

Yes, x-ray is rapidly becoming a “must” in the modern doctor's 
office. And Prorexray meets the modern practitioner’s every re- 
quirement. Prorexray enables you to do both radiography and 
fluoroscopy ...with true tilt table convenience for all three posi- 
tions. Ultra-compact design accommodates Prorexray to the small- 
est office...and it can even do double duty by replacing the stand- 
ard examining table. 

The famous Prorexray 20 MA powerhead provides ample 
power and penetration for clear, sharp radiographs...or for com- 
plete fluoroscopic examinations. If more P peed is later required, 
this same compact unit is readily converted to higher ratings. Com- 
pare Prorexray for versatility ...power...perfection. Compare the 
cost! Mail the coupon for complete information. 


rofexray 


»pace-making design 
... at down-to-earth cost 


be 
20 MA TILT TABLE COMBINATION 
RADIOGRAPHIC-FLUOROSCOPIC UNIT 


F.O.B. 
MODEL 
MAYWOOD, 
TC-3A ILL. 
e PROFESSIONAL EQUIPMENT COMPANY, Maywood, Ill, 
e Gentlemen: Please send free descriptive brochure 
on the PROFEXRAY 20 MA Tilt Table Radiographic- 
Including control unit and foot-switch. : Fluoroscopic Unit. No obligation. 
Fluoroscopic screen extra, depending on size. e bo 

PROFEXRAY OWNERS! You can make a double saving on the exchange e 


of your present equipment for this new unit. Write for details. » City State JAMA-6 
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Leucine and isoleucine 


The importance of the role of proteins and their constituent amino acids is nowhere 
more evident than in pediatrics, particularly as they affect the newborn and the 
very young. 


_ Jeans and Marriott! state: “All proteins do not have the same composition or 


the same value in nutrition ...’’ It is assumed that when cow’s milk formulas 
are fed at the same level of protein as human milk during the newborn period, 
biological deficiencies of sulfur-bearing amino acids occur. “‘Methionine improves 
the biologic value of milk protein’? and is added to Bremil for this purpose. In- 
fants fed Bremil are less susceptible to ammonia dermatitis than those fed cow’s 
milk. Niacin spares tryptophan and the two should probably be considered together.’ 


human milk‘ gm. qt. Bremil® gm. at. 


moreover, an adjusted amino acid pattern is not the only unique feature in Bremil 


BremIiz has an adjusted calcium-phosphorus ratio (1%:1)5* .. . BREMIL supplies 
adequate vitamin C and other vitamins’... BremiL contains the same carbo- 
hydrate as in human milk... Bremit forms curds of small particle size com- 
parable to human milk. 

BreEmMIL formula preparation is as rapid as with a liquid product (no need to 
make into a paste)... Standard dilution is 1 level tablespoonful and 2 fl. oz. 
water .. . Each level tablespoonful Bremit powder supplies 44 calories. 
Complete information and a trial supply may be obtained upon request. 


BreMi_ is available only in drugstores in 1 lb. cans. 


Jeans, P.C., and Marriott, W. McK.: Infant Nutri- 


flexible, palatable, easy to prepare ‘ tion, 4th ed. C. V. Mosby Co., St. Louis, 1947. 


Block, R. J.: J. Amer. Diet. Assn. 25:937, 1947. 
Stearns, G.: lowa State Med. Soc. J. 40:154, 1950. 


Block, R. J., and Bolling, D.: Arch. Biochem. 10:359, 
1946, from Bull. Natl. Res. Coun. No. 119 Jan. 1950. 


® 
Gardner, L. |.; Butler, A. M., et al.: Pediatrics 
5:228, 1950. 
Nesbit, H. T.: Texas State J. M. 38:551, 1943. 


Recommended Daily Dietary Allowances, Rev. 1948, 
powdered infant food Food and Nutrition Board, National Research Council. 
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te One of a series depicting well-known 


Duke University School of Medicine 


MILESTONE OF MEDICAL PROGRESS 


Although Duke University traces its history to the beginnings of Trinity College in 1838, 
it was not until 1930 that Duke University Hospital and Medical School were founded. 

During its relatively short history, Duke has gained nation-wide recognition for its 
diversified medical achievements. These include the pioneer use of motion pictures 
and audio-visual aids in the medical teaching program. With one of the finest medical 
illustration departments in the country, particularly in the field of anatomy, Duke 
University Medical School has been widely and deservedly acclaimed. 

10,000 independent Rexall drug stores also have an outstanding record of achieve- 
ment. The accuracy with which their prescriptions are compounded . . . the purity, 
potency and dependability of Rexall pharmaceuticals and drugs 


.. + have earned 
respect and recognition from the medical profession. 


Council- Accepted R. D. €rystalline Potassium Penicillin G, 
Buffered and Flavored Tablets, 50,000 Units, available ;(iaxem 
at all Rexall Drug Stores. 


REXALL DRUG COMPANY: Los Angeles + Boston + St. Louis, U.S.A. 


Pharmaceutical chemists for more than 48 years 
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why Benzedrine Sulfate, nr. 


is one of the fundamental drugs in medicine 


‘Benzedrine’ Sulfate has been exhaustively studied and favorably reported upon 
by thousands of investigators. It is useful in many conditions, 
the most familiar of which are, of course, mild depression and overweight. 


Because of its wide margin of safety, its high level of effectiveness, and its 
unfailing uniformity and quality, ‘Benzedrine’ Sulfate has merited 
the confidence of physicians through the years since its introduction in 1935. 


That is why ‘Benzedrine’ Sulfate is one of the fundamental drugs in medicine. 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. 
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which adds assurance 


quality and dependability 


Since the time of the “‘horse and buggy doctor” the term 
““Chimedic”’—designating products of the Chicago 
Pharmacal Company —has signified pharmaceuti- 
cals of high purity, potency and effectiveness. 


Chimedic—keeping abreast of the important 
medical and pharmaceutical advancements 
—constantly utilizes the skill, knowledge 
and experience gained during a half 
century of pharmaceutical manufac- 
ture and promotion. Through careful 
selection of raw materials, strict 
chemical and biological control 
procedures, and the most precise 
processing and manufacturing 
methods—all carried out in the mod- 
ern laboratories of Chicago Pharma- 
cal Company—‘“‘Chimedic” phar- 
maceuticals are designed to meet 
exacting standards of medical and 
governmental agencies. 


By specifying ‘‘Chimedic”’ in your pre- 
scription you can provide your patient 
with products of established activity and 
proven effectiveness. 


FINE 
PHARMACEUTICALS 
SINCE 1900 


CHICAGO PHARMACAL COMPANY ~ 5547 NW. Ravenswood Ave., Chicago 40, Illinois 


Pacific Coast Branch: 1161 W. Jefferson Bivd., Los Angeles 7, Calif. 
— Worthwest Branch: 5513 Airport Way, Seattle 8, Wash. 
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ALPHA-ESTRADIOL, U.S.P. 


_ The primary follicalar hormone as 


primary amenor- 
rhea, hypogonadism or 
senile vaginitis. 
Established Activity—‘‘Alpha-estra- 
diol is considered to be the form of 
the estrogenic hormone produced by 
the human ovary and is one of the 
more potent of the known com, 
given by injection 
the most active of the three nat- 
estrogens—estradiol, estrone 


SOLUTION CALCIUM LEVULINATE, N.F. 


A stable solution of calcium levuli- 
nate for parenteral administration 
in all conditions in which rapid sup- 
plementation of calcium is needed, 
as in low calcium tetany, edema, etc. 
Proven Activity— Calcium Levuli- 


, is high! 
tive because of its unusually high 
calcium content— 13.1%. 
Established Effectiveness—The high 


DIETHYLSTILBESTROL, U.S.P. 


Diethylstilbestrol Chimedic is a 
pure synthetic estrogen, the most 
potent of the stilbene compounds— 
specific for conditions resulting 
from estrogen deficiency, including: 
menopausal syndrome, kraurosis 
and pruritus vulvae, senile vagini- 
tis, functional primary amenorrhea. 
Proven Activity — ‘‘Diethylstilbes- 
the advantage of be- 
ing highly active by mouth.. 
“Its physiologic activity duplicates 
practically all the known actions of 
natural "2 
stilbestrol, U.S.P., Chimedic, being 


DIGITOXIN, U.S.P. 


The chief active ingredient of: 
purpurea—for oral admin- 


istration—for convenient digital- 


ization in such cenditions as 
congestive heart failure, auricular 
fibrillation and auricular flutter. 
Proven Activity— Digitoxin, U.S.P., 
Chimedic is approximately 1 1000 
times more potent than 


blished Effectiveness — tox- 
"almost completely 
absorbed from the in tract 


and estriol.? 


Proven Effectiveness —One of the 
or advantages of alpha-Estra- 
diol, U.S.P. Chimedic is a slow rate 
of absorption, assuring prolong 
activity and efficient Utilization of 
the hormone. 
Minimum Side Effects—Some of the 
side effects seen with other types of 
estrogens are e or min- 
when aipha-Estradicl, 
US. himedic is 
1. New and Non- Oficial Remedies, 
1950, p. 319 


2. U. 8. Dispensatory, 24th ed., p. 432 


solubility, greater gery and 


higher calcium content of Calcium 
Levulinate, N.F., Chimedic assure 
therapeutic effectiveness. 


Minimum Side Effects— Untoward 
reactions often observed after ad- 
ministration of certain other cal- 
cium salts are eliminated or min- 
imized with the use of Calciuin 
Levulinate, N.F., Chimedic. 


a pure synthetic estrogen... “is 
well absorbed from the gastroin- 
testinal tract and seems to be inac- 
tivated to a lesser extent by the 


liver than is the case with the nat- 
ural estrogens.’’* 


Minimum Side Effects—Because of 
the high potency and purity of 
Diethylstilbestrol Chimedic, rela- 
tively small dosages are req 

Untoward side reactions are min- 


1. New and Non-Official Remedies, 
1950, p. 332 

2. New and Non-Official Remedies, 
1950, p. 331 

3. U.S. Dispensatory, 24th ed., p. 363 


and a given dose produces prac- 
tically the same therapeutic effect 
whether given by mouth or by 
vein.”’' Complete digitalization can 
be accomplished in 6 to 10 hours. 
Minimum Side Effects—Because of 
its high degree of purity, Digitoxin, 
U.S.P., Chimedic provides virtual 


‘freedom from symptoms of local 


irritation such as nausea and vom- 
iting. 


1. New and Non-Official Remedies, 
1950, p. 231 


DIETHYLSTILMESTROL 


A Crystalline Estioge® 
Caated Brown 
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PARENTERAL 
5% 


Travamin 5%, 
Dextrose 5% 


to help 


eratin 


bridge the postop 


nutritional insufticiency 


During the period following surgery when the patient 
receives no food at all, or an inadequate diet at best, parenteral 
Travamin with Dextrose will help supply the calories and the 


Travamin, 
material for tissue repair and protein regeneration. Travenol, 
Travamin is made from bovine plasma and consequently Transfuso Vac, 
‘ Plasma-Vac, 
is an excellent substitute for wholesome meat. 
Plexitron, 
Specify Travamin and Travenol solutions, Transfuso Vae and ere trede-merks 
Plasma-Vac containers and Plexitron expendable sets of BAXTER 
for a complete and reliable Product of LABORATORIES, INC. 
parenteral program. 


BAXTER LABORATORIES, INC. HYDROLYSATE, BAXTER 


Morton Grove, Illinois 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES e EVANSTON, ILLINOIS 


3 * 
/ 
: Noticg, vow De 
Destroy this container after use.- pot 33 
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WASHINGTON NEWS 


ONE PER CENT SULFAMYLON® 


HYDROCHLORIDE WITHDRAWN oe 


Because contamination was detected in some shipments, 


Winthrop-Stearns, Inc., 1450 Broadway, New York City, has . 


asked all physicians and patients to discontinue use of its 
sulfamylon® hydrochloride 1% solution until further notice. 
Contamination was confirmed after infections of the eyes devel- 
oped in four patients at Lynn, Mass., after treatment with the 
preparation. The first infection was noted about the first of the 
year. When three more appeared, more recently, tests were made 
of virtually all substances used in the patients’ eyes. 

A spokesman for the Food and Drug Administration said 
sulfamylon® hydrochloride 1% was “a rather specialized prepa- 
ration,” generally used only by eye, ear, nose, and throat spe- 
cialists. Because it is a prescription drug, the Food and Drug 
spokesman said the company should be able to trace a high 
proportion of the supplies released. As soon as the contamination 
was confirmed, Winthrop-Stearns telegraphed all eye, ear, nose, 
and throat specialists, then prepared to mail letters to all phy- 
sicians known to have purchased or prescribed the drug. Drug 
stores also were contacted. The telegram stated: 

“Until further notice, discontinue using sulfamylon hydro- 
chloride solution one per cent. Contamination with bacillus 
pyocyaneus found in some bottles. Advise patients for whom 
you prescribed to discontinue use and discard unused portion. 
Return for credit bottles of one per cent you may have. All 
other forms of sulfamylon safe to use.” ; 


CABINET-RANK DEPARTMENT OF HEALTH 


Both supporters and critics of the plan for a cabinet-rank 
Department of Health are making themselves heard. Specifically 
at issue is S. 1140, by Senator McClellan (Democrat, Ark.) which 
would set up a department to take in virtually all government 
health and hospital activities, including Veterans Administra- 
tion and military hospitals in continental United States. The 
bill is before the Senate Committee on Expenditures in the 
Executive Departments, which eventually hopes to hold hearings 
but now is occupied with other reorganization proposals. 

First to protest in volume were the federal agencies to be 
affected. All opposed the idea, for a variety of reasons. Budget 
Bureau Director Frederick J. Lawton said, “There is the danger 
that the proposed department of health would be so preoccupied 
with its vast hospital programs that public health and preventive 
medicine activities ‘would not receive the attention which their 
importance merits.” He opposed the bill also because it runs 
contrary to the President’s own long-standing proposal for a 
Department of Health, Education and Security. 

Federal Security Agency Administrator Oscar Ewing con- 
curred in these objections, explaining, “The vast hospital system 
which would be created by S. 1140 unquestionably would de- 
mand practically the undivided attention of the proposed depart- 
ment’s top level staff to operate and maintain. Medical research, 
preventive medicine, grants-in-aid, ang health education—activi- 
ties which now constitute a principal function of the Public 
Health Service—inevitably would be dwarfed and subordinated, 
and suffer loss of emphasis and prestige. Any such shift in 
emphasis from research and general health problems to admini- 
stration of government hospitals would seriously handicap the 
success Of public health programs which, in the main, are di- 


rected toward stimulating the efforts of nonfederal groups and 


individuals in promoting the health of the people.” 

Veterans Administration Administrator Carl R. Gray Jr., 
whose vast hospital system would go out from VA control if the 
bill passed, said that it would “bring about a separation of the 
hospitalization and outpatient medical care programs and other 
programs of benefits for veterans which for many years have 
been administered as related parts of an integrated system of 
benefits under Veterans Administration. . . The policy 


From the Washington Office of the American Medical Association. 


of caring specially for our veterans through a central agency 
is not-one which merely sprang up. Rather, it has had a natural, 
a: growth from the bitter experience of divided respon- 
sibility.” 

The Defense Department, through Navy Acting Secretary Dan 
A. Kimball, stressed the danger to military medical careers. He 
reminded the committee that the bill would “remove from the 
armed services the control and provision of certain elements of 
their required logistic support and the operating personnel 
therefor.” Because of this, he said, it “would seriously affect 
the incentive desire of doctors, dentists, and nurses for a career 
in the armed services. It would be difficult for them to consider 
themselves part of the armed services, inasmuch as the vast 
majority of them would be on duty with the Department of 
Health and under the supervision and control of an administra- 
tive agency having no connection with the Department of De- 
fense. Likewise, the training of medical and dental officers and 
nurses and enlisted personnel in medical research and preventive 
medicine would of necessity be so limited as to be of little value.” 
Army Secretary Frank Pace endorsed the arguments of the 
governor of the Panama Canal, whose civilian hospitals would be 
turned over to the new department. 

At about the time the Senate Committee was receiving these 
protests, another group was asking Congress to act immediately 
to make the ‘Health Department a reality. Twenty-one physi- 
cians, all members of the advisory board of the Doctors Commit- 
tee for Improved Federal Medical Services, made this appeal. 
They noted that the Hoover Commission had revealed that five 
major and 30 smaller federal agencies are carrying out an unco- 
ordinated medical program, and added: “This has resulted in 
competition for doctors, nurses and technicians, wasted hospital 
facilities, unjustifiable expense to the citizens, and very often 
inferior services to beneficiaries. 

“A clear-cut plan for correcting this condition was offered 
by the Hoover Commission. In the present situation, where every 
effort should be made to secure the nation against any emer- 
gency, the need for study of this plan is more acute than ever.” 


DISTRIBUTION OF MEDICAL SERVICE 


With the active cooperation of the American Medical Asso- 
ciation, the Senate’s Health Subcommittee is continuing its study 
of medical service distribution in possible emergency areas. The 
committee is concerned with “war boom” cities as well as cities 
and areas officially designated as likely targets of an enemy 
attack. 

Two American Medical Association trustees, Dr. Dwight Mur- 
ray (Chairman) and Dr. Walter Martin, met with committee 
chairman Herbert Lehman and his staff in Washington for a 
preliminary discussion. Senator Lehman said he was anxious to 
know whether adequate medical care would be available in all 
areas likely to experience defense expansion or suffer attack in 
case of war. Dr. Murray explained that the California Medical 
Association was making a state-wide survey aimed at learning 
just these facts. He said information so far was that no area in 
California was likely to suffer more than temporary medical 
care shortages if proper adjustments are made. Senator Lehman 
said his subcommittee wanted to get similar information on all 
parts of the country, because generalizations on extent of medical 
care “would not be safe.” 

A committee staff member, Melvin Sneed, and Julius Edel- 
stein, administrative assistant to Senator Lehman, obtained some 
information bearing on thé subject at a recent visit to the 
American Medical Association’s Chicago headquarters. Senator 
Lehman said the committee will look into this and all other 
available information on the problem and expects to ask further 
meetings with Dr. Murray and Dr. Martin or other American 
Medical Association representatives. Dr. Joseph S. Lawrence, 
Washington Office director, accompanied the two trustees to the 
meeting. Most of the discussion concerned ways in which state 
and local medical societies could cooperate with Civil Defense 
and other public officials in preparing for emergencies. 
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“THE MYSTERIOUS GHOST 
OF LINGERING RADIATION” 


Laboratory studies of glands and tissues of mice, dogs, and 
pigs exposed to the recent Eniwetok atomic weapons tests are 
under way at a number of research centers in this country. 
Results are expected to provide valuable background for devel- 
opment of treatment for atomic bomb casualties. 

Lt. Gen. E. R. Quesada, who commanded the joint task force 
on the Pacific atoll, reported studies were being made at Los 
Alamos, N. Mex.; Oak Ridge, Tenn.; University of Rochester; 
Department of Agriculture; Armed Forces Institute of Pathol- 
ogy; Naval Medical Research Institute; University of California, 
and California Institute of Technology. Animals used in the 
tests were bred and raised at Eniwetok so they might be accli- 
mated to the environment and thus make possible controlled 
studies. 

Gen. Quesada had this to say on radiation: “Our operations 
have indicated to us clearly that the mysterious ghost of lingering 
radiation should be dispelled. The immediate radiation, blast, 
and heat kill and destroy. Fear of lingering residual radioactivity 
must not confuse or delay prompt disaster operations in the 
event we are attacked.” The biomedica! program at Eniwetok 
was under the direction of Dr. George V. LeRoy of North- 
western University Medical School. 


UNIVERSAL MILITARY TRAINING 


The five-man National Security Training Commission named 
by the President to prepare legislative proposals for universal 
military training (UMT) is expected to include in its report gen- 
eral policy and standards for medical care of future trainees. 
The war manpower bill provides for the commission to report 
to Congress on the program in general, including “measures for 
the personal safety, health, welfare, and morals of members of 
the National Security Training Corps.” Commission nominees 
are Dr. Karl T. Compton, former president of Massachusetts 
Institute of Technology, two-year term; William L. Clayton, 
former Undersecretary of State, two years; James W..Wads- 
worth, former Republican member of Congress, three years; 
Admiral Thomas C. Kinkaid, Pacific fleet commander in World 
War II, now retired, four years, and Lt. Gen. Raymond S. 
McLain, comptroller of the Army, five years. As signed by the 
President, the manpower bill lowers the induction age from 19 
to 18%, extends the period of draft service from 21 to 24 
months, lowers physical and mental standards for draftees to 
lowest levels set in World War II, and continues Selective Serv- 
ice for another four years. 


NATIONAL DEFENSE 


The American Red Cross submits evidence of a growing 
awareness by the public of a need for safety and nursing courses. 
President E. Roland Harriman reports “marked increases” in the 
number of people taking first aid, nurse’s aide and home nursing 
courses, but says that a “great many more” trained volunteers are 
needed. In May alone, 140,117 first aid certificates were issued, 
bringing the total for the past 11 months to 622,685, roughly 
50% more than for the same period a year earlier. Certificates 
for nurse’s aides likewise have doubled in volume. . . . Maj. 
Gen. Harry G. Armstrong, Surgeon General of the Air Force, 
announces qualified dietitians previously ineligible for appoint- 
ment in the Women’s Medical Specialist Corps now may apply 
for a direct commission. Appointments are open to women who 
(1) hold a hospital dietetic internship or (2) have a bachelor’s 
degree, with a major in home economics or institution manage- 
ment, and three years’ hospital experience in dietetic work. 
‘ . Brig. Gen. Crawford F. Sams, retiring chief of Public 
Health Service at allied headquarters in Tokyo, has been awarded 
the Distinguished Service Cross for leading a foray behind enemy 
lines in Korea to gather medical intelligence for protection of 
United Nations troops. . Civil Defense Administrator 
Millard Caldwell estimates that within 90 days officials hope to 
have fairly complete results on a survey in critical target areas 
of the United States of existing buildings that may be used for 
shelters in event of attack. 
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FEDERAL SECURITY AGENCY 


Two new appointments to important government posts were 
announced by Dr. Leonard A. Scheele, Surgeon General of the 
Public Health Service. Dr. Seymour S. Kety of Philadelphia has 
been named scientific director for the joint research program of 
the Mental Health Institute and the new Neurological Diseases 
and Blindness Institute of the National Institutes of Health. Dr. 
Kety has served as professor of clinical physiology at the Uni- 
versity of Pennsylvania’s Graduate School of Medicine. Dr. Dale 
C. Cameron becomes chief of the Cooperative Health Services 
branch of the Division of Industrial Hygiene, Public Health 
Service. Dr. Cameron, former assistant director of the Mental 
Health Institute, recently received his Master of Public Health 
degree at Johns Hopkins. 

From the Federal Security Agency come more details on the 
Food and Drug Administration’s campaign against distributors 
of cure-alls. Seizures in May for violations of the Food, Drug 
and Cosmetic Act totaled 61. The FDA, commenting on the 
fining in Pittsburgh of a mail order house for selling black 
molasses as a cure for cancer, tuberculosis, and heart disease, 
said: “The place for food is the dining table, not the medicine 
chest.” Two more Public Health Officers assigned to 
Economic Cooperation Administration missions abroad—Dr. 
James Whitman Agna of Cincinnati and Dr. David Hyman Feld- 
man of Chicago will join the public health force in Rangoon, 
Burma. There are 15 medical workers attached to this mission 
which specializes in demonstration teams to train men and 
women of the country in modern public health methods. 


AGING—NEW GOVERNMENT PERIODICAL 


A new government publication, titled A ging, has been launched 
by the Federal Security Agency in what federal officials describe 
as the first concrete result at the national level of the National 
Conference on Aging held here last August. Acting editor of the 
pamphlet is Clark Tibbitts, chairman of the Inter-Agency Com- 
mittee on Aging and Geriatrics, formed some months ago by 
FSA Administrator Oscar Ewing. The publication will deal with 
problems arising from the aging of this country’s population. 
Mr. Tibbitts points out that (during the conference and subse- 
quently) there has been a growing demand for a clearing house 
on problems and plans for the aged. Accordingly, FSA decided 
to introduce Aging. It is being distributed without charge to 
persons who attended the August conference, to state employees 
and officials in education, employment, welfare, public health, 
labor, vocational education and rehabilitation and to deans of 
universities and of public health and medical schools. The first 
issue (eight pages) includes articles on programs for the aged in 
Philadelphia and New York State and plans for the Second 
International Gerontological Congress. One may be included in 
the mailing list for Aging by writing the Federal Security Agency, 
Office of Publications and Reports, Room 4247, Washington 
25, D. C. 


MISCELLANY 


A bill has been reported favorably by the House Veterans 
Affairs Committee which would give veterans of World War I 
and the Korean war who have lost one or both legs a sum of 
$1,600 to buy specially equipped automobiles. The same benefit 
also would be given veterans who had arm amputations. . . . 
Dr. Alfred H. Lawton has been appointed Research Director 
for Air Force Medical Service. . . Dr. Byron H. Webb, 
Agriculture Department dairy researcher, retires after 25 years 
with the Bureau of Dairy Industry. He is noted for his research 
on improvement in the quality of concentrated milk and utili- 
zation of dairy by-products in food. . . . Curator of the Army 
Medical Museum Dr. Ruell Sloan died of a heart attack the mid- 
dle of this month. . . . Veterans Administration has filled the 
two long-standing vacancies on the Board of Chief (Medical) 
Consultants. Dr. Charles L. Brown of Philadelphia, professor of 
medicine and head of the Department of Medicine at Temple 
University, and dean of Hahnemann Medical School, and Dr. 
Charles E. Kossmann, associate professor of medicine at New 
York University, will hold the positions on the board, which 
advises medical director Vice Adm. Joel T. Boone. 
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Cry Bagdad lived Hakeem, the Wise One, 


and many people went to him for counsel, which he gave freely to all, asking nothing in return. 


There came to him a young man, who had spent much but got little, and said: “Tell 


me, Wise One, what shall I do to receive the most for that which I spend?” 
Hakeem answered: “A thing that is bought or sold has no value unless it contains that which 
cannot be bought or sold. Look for the Priceless Ingredient.” 


“But what is this Priceless Ingredient?” asked the young man. 


Spoke then the Wise One: “My son, the Priceless Ingredient of every product in the market- 
place is the Honor and Integrity of him who makes it. Consider his name before you buy.” 

Copyright 1922, 1945, E. R. Squibb & Sons 

MANUFACTURING CHEMISTS 


TO THE 


SQUIBB & SONS 
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A. M. A. 


ARCHIVES OF 


PATHOLOGY 


CONSTANTLY drawing upon the currentre- 
search and conclusions of outstanding work- 
ers, A. M. A. Archives of PATHOLOGY 
presents a searching monthly examination 
of the field . . a live report of significant 
developments as they occur. 

Exhaustive studies of the course of disease. 


Laboratory methods and technical notes. 


Discoveries resulting from chemical and 


biological research. 
Classification and comment. 


Reviews of important current boeks and 
articles. 


Many illustrations. 


Authoritative editorial leadership. 


AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Illinois. 


Please begin my subscription to A. M. A. Archives of PATHOLOGY with the next issue. 


$8.00 YEARLY $9.00 FOREIGN $8.40 CANADIAN 
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PHARMACEUTICALS 


+4 


A 
DEPENDABLE 
NAME 
( the Stuart | 
Company 


DEPENDABLE 


All Stuart Products are submitted to 
the most rigid controls and assays 
to guarantee potencies, stability and 
purity at all times. 


ETHICAL 


All phases of the Stuart operations are 
~ conducted in strict adherence to the 


highest standards of professional ethics. 


a == | 
IW \ 
= 
V 146 
= 
wT 
Stuart 
Sm Company 
> 


Vol. 146, No. 9 


First aid 
for 
physicians 


Doctors, here is relief from the drudg- 
ery of seemingly endless paper work. 

The AupDoGRAPH Soundwriter records 
patient interviews, diagnoses, post- 
surgical notes and instructions, and even 
phone calls. You have all the facts at 
your fingertips...eliminate tedious, 
time-consuming handwritten notes. 
Result— more time for the other im- 
portant phases of your practice. 

For full details on how AUDOGRAPH 
will save time and money for you, mail 
the coupon today. There’s no obligation 
whatsoever. 


Dictating and transcribing 
are E-A-S-I-E-R 


ee The “Master” Audograph: the ideal 

combination dictating and transcribing 
machine. Records on thin, lightweight, 
long-lasting plastic discs holding up to 
one hour's dictation. Operates wherever 
electric current is available. 


AUDOGRAPH sales and service in 180 principal @ THE GRAY MANUFACTURING COMPANY, HARTFORD 1, CONNECTICUT 
cities of the U.S. See your Classified Telephone 

Directory—under ‘‘Dictating Machines.” Send me Booklet 61-Q—‘Saving The Doctor's Time.” 

Canada: Northern Electric Company, Ltd., sole 

authorized agents for the Dominion. Overseas: @ Name 


Westrex Corporation (export affiliate of Western 


Electric Export Company) in thirty-five foreign @ Streat 
countries. 


TRADE MARK ‘‘AUDOGRAPH’' REG. U. S. PAT. OFF. @ City State 
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Challenge 


for Physicians of the future 


... other strong forces 


in American Society 


are ready to help 


America’s medical schools need your aid. If they 
{to the are to withstand successfully the effects of rising 
costs, reduced income from endowments and 
fewer large individual gifts, medical schools 
need voluntary financial assistance from every 


physician in the nation. 


Medical 


Strong new forces representing many important 
groups in American society . . . including busi- 
ness, industry, agriculture and labor . . . have 
pledged their efforts to raise unrestricted funds 
for medical education. Organized as the Nat- 
tional Fund for Medical Education,* these forces 
have set a goal of $5,000,000 to be raised in 
1951... enough to help medical schools solve 


Profession 


many of their most serious problems. 


*Editorial: The National Fund for Medical Education andthe American 
Medical Education Foundation, J.A.M.A: 146: p. 258 (May.19) 1951. 
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the challenge 


The American Medical Education Foundation has 
announced it will merge contributions with those of the 
National Fund. So a new challenge is born. Physicians 
now must set a pace that will be a stimulus and an 
example to the many other groups uniting for this 
important undertaking. If desired, contributions may 
be earmarked for a specific school. The schools will 

be told of these contributors ...and amounts 
contributed... when grants are made. 


The Commissioner of Internal Revenue has ruled 
that money given the Foundation in 1951 is deductible 
in computing income taxes in the manner and 
extent provided by law. 


physicians goal 
$1,000,000 


The goal has been set. In 1951, physicians are being 
asked to contribute a minimum of $1,000,000 to the 
American Medical Education Foundation. Funds already 
contributed . . . including $500,000 appropriated 

by the American Medical Association . . . have 

brought this goal within reach. 


Doctors should continue to make individual 
contributions to the American Medical Education 
Foundation. Lump sums will regularly be turned 
over to the National Fund for Medical Education to 
swell the total amount available for voluntary 

aid to medical schools. 
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AND IMPROVED NUTRITION 


genni to an eminent authority,! 
increased growth rates of children 
are largely attributable to improved nu- 
trition; also, ‘‘much evidence exists that 
current diets are often unsatisfactory.” 
The nutrients most commonly deficient 
in diets of children are protein, calcium, 
thiamine, riboflavin, and ascorbic acid. 

Ovaltine in milk—a palatable food sup- 
plement, readily accepted by children 
and easily digested— presents an excellent 
means of helping to bring even grossly de- 
ficient diets to optimal nutritional levels. 
It provides a wealth of biologically 


adequate protein, easily emulsified fat, 
readily utilized carbohydrate, and es- 
sential vitamins and minerals. The addi- 
tion of three servings daily to the child’s 
diet, either at mealtime or between meals, 
assures nutrient intake in keeping with 
the dietary allowances of the National 
Research Council—an essential for pro- 
moting optimal growth rate. 

The nutrient contribution of three serv- 
ings of Ovaltine in milk is defined in the 
appended table. 


1. Jeans, P. C.: Feeding of Healthy Infants and 
Children, J.A.M.A. 142:806 (Mar. 18) 1950. 


1951 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 


32Gm. VITAMINA ...... 3000 1.U. 

CARBOHYDRATE .... 65Gm. RIBOFLAVIN. .... 2.0 mg. 

CALCIUM... 112Gm. 6.8 mg. 

PHOSPHORUS .... . 0.94Gm. VITAMINC ...... 30.0 mg. 

12mg. VITAMIND ...... 417 
0.5mg. CALORIES ....... 676 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


This advertisement No. 662 (5%x8Y%4) prepared by L. G. MAISON and COMPANY 
appears in the June 30, 1951 issue of: 
Journal American Medica! Association 
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ANTIBIOTIC DIVISION 


Terramycin appears to be a drug of choice 

in “angular conjunctivitis, micrococcal 
blepharitis, marginal blepharitis, pneumococcal 
conjunctivitis, chronic dacryocystitis, serpent 
ulcer of the cornea, infection by Neisseria 
catarrhalis and acute purulent inflammation.” 


Mitsui, Y., et al.: Antibiotics and 
Chemotherapy (In Press). 


“Trachoma and inclusion blennorrhea respond 
well to treatment with terramycin.” 
Mitsui, Y., and Tanaka, C,: Antibiotics 
and Chemotherapy 1:146 (May) 1951. 


avatlable: Crystalline Terramycin Hydrochloride Ophthalmic 
Ointment, 1 mg. per Gm. ointment, 4% oz. tube; 


Crystalline Terramycin Hydrochloride Ophthalmic 
Solution, 25 mg, in 5 ce. dropper-vials. 


CHAS. PFIZER & CO., INC. Brooklyn 6, N.Y. 
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“My doctor just said ‘evaporated milk’ 
—| wonder which brand he meant?” 


There are Several Hundred Brands... 


BUT ONLY ONE CARNATION! 


NFAMILIAR brands of evaporated milk may be safe and uni- 

form...but you're sure when you say Carnation. For generations, 
Carnation with water and carbohydrates has been recommended for 
infant feeding by America’s leading doctors and hospitals. 


And Carnation protects your recommendation with rigid standards of 
safety, uniformity and nutritional value. Every drop is processed 
with “prescription accuracy” in Carnation’s own plants. From cow to 
can, Carnation Milk is constantly under Carnation’s own supervision 
and inspection to make sure that it meets the exacting requirements 
of the medical profession. 


Doctors know that Carnation is one evaporated milk that is readily 
available everywhere...one brand that is always the same wherever 
mothers buy it. No wonder 8 out of 10 mothers who use Carnation 
say, “My doctor recommended it.” It is the milk you can prescribe 
by name with complete confidence. 


DON'T SAY “EVAPORATED MILK"— SAY (arnation 


“The Milk Every 
Doctor Knows’ 
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"Stick-to-it-iveness 
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“but take me—TI just can’t stick to my diet. 
I can’t resist desserts, Oh, dear, this diet is getting me down!” 


If she thinks it’s getting her down what's it doing to physicians who have 
to listen to such explanations every day? This is especially true for the doc- 
tor who hasn't prescribed Efroxine Hydrochloride. 


Efroxine makes it easier for most patients to reduce by depressing the appetite 
and elevating the mood. Efroxine offers a number of advantages over other 
sympathomimetic amines. 


..-lt has a more rapid and longer-lasting effect with smaller dosage. 


...It has little pressor effect in the recommended dosage range. This advan- 
tage is particularly valuable in the treatment of obesity. 


...1t is more likely to produce cerebral stimulation with relatively few side 
effects. 


(9: Efroxine Hydrochloride tubleis (5 mg.) and Elixir 


Maltbie Brand of Methamphetamine Hydrochloride 


Co Maltbie Laboratories, Inc. | Newark 1, New Jersey 
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Strained Tuna Baby Food 


The recent development of the ‘‘protein era” in nutrition 
and dietotherapy has shown that fish protein a a 
well-proportioned combination of the essential amino 
acids, the “building blocks”’ of body proteins, and that fish 
protein ranks among those of highest biological value, 
equivalent to meat or milk protein.* 

As a result of this research, the Van Camp Laboratories, 
in collaboration with noted pediatricians, developed 
Strained Tuna Baby Food. 


The outstanding feature of this product is its excep- 


tionally high content of protein, B,., and Animal Protein 
Factor. 

It also has a high fluorine content, valuable in protect- 
ing against future tooth decay.** Contains considerable 
amounts of the biologically important element, iodine. 

The delicate flavor and smooth texture make Strained 
Tuna Baby Food highly acceptable, served either by itself 
or in combination with other foods. 


COUNCIL ON 
FOOOS AND 

UTRITION 
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...4 delicate, delicious, highly-nutritive 


AVERAGE ESSENTIAL 
COMPOSITION AMINO ACIDS 
Total Solids 21.89 (Values given as 
Protein 20.8 g percent of protein) 
Fat 0.6g Arginine 5.2 
Phosphorus 180 mg Histidine 5.7 
lodine 10mg Isoleucine 47 
Fluorine 1.5 mg aie 70 
Choline 40 mg 
Riboflavin 80 meg 83 
Niacin 12 mg Methionine 2.8 
Animal Protein Phenylalanine 3.5 
Cig) Sam Threonine 4.1 
per 100 grams 
(94 calories per 100 
grams, or 26.6 Valine 5.2 
calories per ounce) 


VAN CAMP LABORATORIES 


Division of Van Camp Sea Food Co., Inc. 
Terminal Island, California 


*Dunn, M. S.: The Nutritional Value of 
Fish Proteins, Institute of F echnolo- 
ists, San Francisco meeting, (July) 1949, 
rveiger, E.: Nutritive Value of Fish Protein, 
bg we in the Chemistry of Organic Natu- 
roducts, Ed. by L. 5:275, 
**McClure, F.J.: Fluorine in Foods, Public 
Health Reports, 64:1061, 1949. 


| A request on professional stationery 
to Dept. AMA will bring samples 
and bulletins. 
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Not all good things need be costly 


Inexpensive oral doses of Diethylstilbestrol, Litty , are apparently 
capable of producing all the desirable physiological effects of 

even the most costly parenteral estrogens. 

Greater convenience and comfort, as well as economy, usually 
cause physicians and patients alike to prefer orally administered 
Diethylstilbestrol, Lilly. For certain cases, however, in which 
parenteral or vaginal routes are advisable, appropriate forms of 
Diethylstilbestrol, Lilly, are also available at lower cost than 
estrogens from animal sources. 


DIETHYLSTILBESTROL, LILLY 


Detailed information and literature on Diethylstilbestrol, Lilly, are 
personally supplied by your Lilly medical service representative or may 
be obtained by writing to Eli Lilly and Company, Indianapolis 6, 
Indiana, U.S.A. 
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In the gay nineties LILLY SINCE 1876 
—midst Gibson girls and a flourishing patent-medicine traffic—the Lilly method of personally 
presenting prescription product information to physicians was exceptional, if not daring. Many 
thought it foolish to forego the ready profits which came from selling cure-alls to an unsuspecting 
public—a practice which Lilly shunned and believed to be foredoomed. Slowly, the results of this 
pioneering, of widespread education, and of enlightened laws have caused ethical distribution 

of drugs to be far more general. To progress, whether it is pioneering or free enterprise, is the 
cherished privilege of free Americans. 


A 15” x 12” reproduction of this illustration by Harold Anderson is available upon request. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 


\ 
4 iv 
\ 
4 : 
a. 
| \ gts 
. 
| 
f / 


THE JOURNAL 


of the American Medical Association 


Published Under the Auspices of the Board of Trustees 


VOL. 146, NO. 9 


CHICAGO, ILLINOIS 


CopyRiGHT, 1951, By AMERICAN MEDICAL ASSOCIATION 


JUNE 30, 1951 


EFFECT OF PHYSICAL ACTIVITY ON PROGNOSIS OF POLIOMYELITIS 


Robert M. Albrecht, M.D. 


Frances B. Locke, M.S., Albany, N. Y. 


Reports of severe paralytic poliomyelitis apparently 
precipitated by strenuous exertion have appeared in the 
literature. Russell,’ in England, studied statistically two 
series of poliomyelitis cases: one of 44 cases and an addi- 
tional series of 100 cases.” He concluded that exercise 
during the preparalytic stage greatly increases the dan- 
ger of paralysis, and that bed rest considerably reduces it. 
Hargreaves,* who studied 30 cases in Cornwall, and 
Horstmann,‘ who studied 411 cases chiefly from Cali- 
fornia and North Carolina, have presented data to sup- 
port his view. However, they could find no evidence that 
activity before the preparalytic stage influenced paralysis, 
or that activity at any stage affected the severity of bulbar 
paralysis. 

The present study was undertaken in New York State 
in July 1949. Its purpose was to determine whether, with 
certain changes in study technique, the severity of polio- 
myelitis could be ascribed largely to the extent of physi- 
cal activity at the time of illness. It was thought that a 
positive relation would be of major importance because 
one could then prevent much of the paralysis by keeping 
patients in bed during the critical period. 


MATERIALS 

In 1949 there were 381 poliomyelitis cases occurring 
in patients aged 3 years or more reported from Nassau 
County. This was a desirable site for study because the 
Nassau County Health Department has excellent facili- 
ties for the follow-up of patients. Also, the diagnoses of 
poliomyelitis in the cases reported were unusually reliable 
because doubtful cases were examined by consultation 
teams, provided jointly by the County Health Depart- 
ment and the County Medical Society. This study is, 


therefore, a cooperative effort of the Nassau County 
Health Department and the New York State Department 
of Health. 

Table 1 shows the age and sex distribution of the 
reported cases in patients aged 3 years or more. Patients 
under the age of 3 years were not included because of 
the difficulty of estimating the extent of their activity. 

Two hundred and eighty-four patients were investi- 
gated in this study. The great majority of those reported 
but not investigated were cases reported only after the 
field study was completed in early October. Of the 284 
patients investigated, 84 were excluded from the report, 
most of them because the extent of paralysis was not 
determined at the prescribed time, others because of 
vague histories or because the time of onset of the menin- 
geal stage could not be accurately determined. Therefore, 
this paper reports on 200 cases, whose age, sex and type 
of paralysis are described in Table 2. The cases pre- 
sented are a fairly representative sample of the epidemic. 


METHOD 


In each case a detailed history of the symptoms and 
of the physical activities from three days before the onset 
of illness to a number of days after the onset was taken. 
Seventy-five per cent of the histories were done by one 
of us (R. M. A.). The remainder, taken by three other 
investigators, were included in the study because the 
techniques used by them were comparable to Dr. Al- 
brecht’s. Most of the histories were taken within six 
weeks after the onset of the disease. We found, as Horst- 
mann did, that the events connected with the illness were 
generally clearly remembered by the patient; the few ex- 
ceptions were dropped from the study. 


From the Bureau of we and Communicable Disease Control of the New York State Department of Health; Assistant Director (Dr. Albrecht) 


and Biostatistician (Mrs. Loc 


This study was under the = of Dr. Robert F. Korns, Director of the Bureau of Epidemiology and Communicable Disease Control of the New 
York State Department of Health. Dr. Anne Bahike, New York State Department of Health, Dr. Frederic Vosburgh, Nassau County Health Department, 
and Dr. Warren Winkelstein, Erie County Health Department, assisted in the collection of data. Miss Louise Hayward, New York State Department of 
Health, gave technical assistance in revising the muscle-grading forms. The cooperation of the physicians and the hospitals, and the work of the physio- 


therapists, were essential for the completion of this study. 


1. Russell, W. R.: Poliomyelitis: The Pre-Paralytic Stage, and the Effect of Physical Activity on the Severity of Paralysis, Brit. M. J. 2: 1023-1028 (Dec. 


27) 1947 


2. Russell, W. R.: Paralytic Poliomyelitis: The Early Symptoms and the Effect of Physical Activity on the Course of the Disease, Brit. M. J. 1: 465-472 


(March 19) 1949. 


3. Hargreaves, E. R.: Poliomyelitis: Effect of Exertion during the Pre-Paralytic Stage, Brit. M. J. 2: 1021-1022 (Dec. 11) 1948. 


(Jan. 28) 1950. 


4. Horstmann, D. R.: Acute Poliomyelitis: Relation of Physical Activity at the Time of Onset to the Course of the Disease, J. A. M. A. 142: 236-241 
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The term “paralysis,” as used in this report, refers to 
other than bulbar paralysis, unless otherwise stated. The 
term “meningeal stage” describes the period of the ill- 
ness characterized by one or more of the following: a 
positive Kernig sign, stiffness of the neck or back, and 
pain in the head, trunk, or thighs. This term corre- 
sponds to Russell’s preparalytic stage. Several cases were 
dropped because the onset of the meningeal phase could 
not be determined accurately. 

Physical activities were classed in the histories as fol- 
lows: bed rest; light activity, such as resting at home; 
normal activity, such as housework, office work, school 
or normal play; heavy activity, such as manual labor or 
strenuous sports or play. (Because there were only five 
examples of heavy activity in the meningeal stage, they 
are grouped with “normal activity” in Tables 3A and 
3 B. However, the type of paralysis in these five is de- 
scribed separately later. ) 


TABLE 1.—Reported Cases of Poliomyelitis by Age and Sex, 
Nassau County, New York State, 1949* 


Both Sexes Males Females 
Age No. % No % No 
65 17.1 43 20.1 22 
129 33.9 35.0 54 32.3 
83 21.7 26.2 27 162 
20 and over....... 104 27.3 40 18.7 OA 
ree 321 100 214 100 167 100 


* Excluding patients under 3 yr. 


TABLE 2.——Poliomyelitis Cases in Nassau County Study, 1949, 
with Age, Sex and Type of Paralysis 


Type of Paralysis 
Per Cent Distribution % of 


Total 
Non- Total for 
Age Sex paralytic Bulbar Spinal Deaths Total No. x 
3-4 M 22.2 11.1 55.6 11.1 100 it) 8.3 
F 8.3 25.0 58.4 8.3 100 12 13.1 
5-9 M 42.1 13.2 44.7 0.0 100 38 35.2 
F 44.9 3.4 48.3 3.4 100 29 31.5 
10-19 M 29.7 8.1 48.7 13.5 100 37 34.3 
F 40.0 5.0 45.0 10.0 100 pal) 21.7 
20 and M 19.2 7.7 38.5 34.6 100 24 22.2 
over F 12.9 6.5 64.5 16.1 100 31 33.7 
Total M 31.5 10.2 44.4 13.9 100 108 100 
F 3 74 4.3 9.3 100 9 100 
Both 30.0 9.0 49.0 12.0 100 ° 
Sexes 


The physical activities of the patients were rated by 
one of us (F. B. L.) who, in order to exclude bias, was 
deliberately kept uninformed of the extent of their 
paralysis at the time of rating. In rating the cases, both 
the type and duration of activity were considered. 


MUSCLE GRADINGS 


Since the evaluation of the extent of paralysis de- 
pends on the skill of the observer, and since the paral- 
ysis itself varies with time, an attempt was made to 
have all of the patients muscle-graded by trained phys- 
iotherapists approximately six months after the onset 
of illness. Actually, all of the cases presented here were 
graded between five and one-half and seven months 
after onset. Between the extremes of this period, little 


5. Lenhard, R. E.: Prognosis in Poliomyelitis, J. Bone & Joint Surg. 
32-A: 71-79 (Jan.) 1950. 

6. Bahlke, A. M., and Perkins, J. E.: The Treatment of Preparalytic 
Poliomyelitis with Gamma Globulin, J. A. M. A. 129: 1146-1150 (Dec. 
22) 1945. 
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change in status can be expected.° All except 12 of the 
gradings were performed by trained physiotherapists 
from the Nassau County Health Department (the ma- 
jority), the New York State Rehabilitation Hospital at 
West Haverstraw or the St. Charles Hospital for Crip- 
pled Children at Port Jefferson, N. Y. The 12 excep- 
tions were graded by physicians. 


TaBLE 3A.—Degree of Paralysis, by Age and Maximum Activity 
on Day of Onset of the Meningeal Stage* 


Maximum Activity on Day of Onset 


Normal Light Bed 

Age St Mt Lt St Mt Lt S*+ Mt Lt 
3 3 6 1 13 6 1 31 
7 3 6 5 2 1 4 
, Re 29 7 41 10 1 28 16 3 48 


* Exeludes bulbar eases. 


S = severe paralysis or deathy M = moderate paralysis; L = light or : 


no paralysis. 


All of the gradings were tabulated on standard forms 
for muscle grading used routinely by the New York 
State Department of Health. These forms are the same 
as those used by the National Foundation for Infantile 
Paralysis and list 134 muscles or muscle groups. These 
134 were condensed to 82, on the bases of spinal nerve 
innervation and the ability of the physiotherapist to 
distinguish accurately the functioning of different 
muscles, using the method of Bahlke and Perkins.* 
Each muscle or muscle group has a value ranging from 
zero to five. Zero represents total paralysis; and five 
normal function. Therefore, a nonparalytic patient is 
given a score of 410 (S x 82). Under the heading 
“severe paralysis” are listed deaths and scores ranging 
up to 339. “Moderate paralysis” includes ratings from 
304 to 389; and “light or none,” ratings from 390 


to 410. 
RESULTS 


There was found no correlation between the severity 
of paralysis and the activity in the three days preceding 
the onset of illness; nor did activity in the three days 
before the onset of the meningeal stage seem to influence 
subsequent paralysis. The bulbar cases were too few 
to permit conclusions to be drawn. 


TaBLt 3B.—Per Cent Light or No Paralysis by Age and Maxi- 
mum Activity on Day of Onset of the Meningeal Stage* 


Maximum Activity on Day of Onset 


“ Heavy-Normal Light Bed Rest 
% Light % Light % Light 
Total or No Total or No Total or No 
Age No. Paralysis No. Paralysis No. Paralysis 
eres 20 70.0 20 65.0 38 81.6 
31 67.7 2 83.3 22 59.1 
26 23.1 7 71.4 7 57.1 
Petal cass 77 53.2 39 71.8 67 71.6 


* Excludes bulbar cases. 


Table 3A describes for each age group the maximum 
activity on the day of onset of the meningeal stage and 
the resulting paralysis. 

Table 3B shows for each age group the per cent which 
had light or no paralysis, according to the maximum 
activity on the day of onset of the meningeal stage. The 
data for Table 3B are taken from Table 3A. 
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There is no statistically significant relationship be- 
tween severity of exercise and severity of paralysis, 
except in adults.’ 

Data concerning the maximum activity in the first 
three days of the meningeal stage are not presented. 
They are practically identical with those shown in 
Table 3A. 

Table 4 describes the maximum activity on the day 
of onset of the meningeal stage of those who died. Ten 
out of 24 deaths occurred in patients with restricted 
activity. 

Only five patients had heavy exercise on the day of 
onset of the meningeal phase or thereafter. Their ages 
ranged from 17 to 41. Of the five, one died, three were 
severely paralyzed, and one had no paralysis. 

Table 5 describes paralysis in individuals according 
to their handedness. Only 80 patients were studied in 
this regard. Data on 50 are presented here; 27 others 
were nonparalytic and 3 died. 


TABLE 4.—Deaths by Age, and Maximum Activity on Day of 
Onset of the Meningeal Stage* 


Maximum Activity 


Age Heavy Normal Light Bed 
cad 1 8 1 2 
1 13 4 6 


* Including four bulbar deaths: two patients had normal exercise; 
one, light; and one, bed rest. 


TABLE 5.—Handedness and Site of Paralysis 
Left Side Right Side 
ore ore 
Paralyzed Paralyzed Both Sides 
than than Equally 
Handedness Right Side Left Side Paralyzed 


Lett 
7 9 29 


Horstmann * showed that right-handed individuals 
tend to have more right-sided paralysis; and left- 
handed, more left-sided paralysis. No such trend is seen 
in this table; but the number of patients, especially left- 
handed, is too small to permit definite conclusion. 


COMMENT 

Russell * stated: “Complete physical rest in bed from 
the onset of the preparalytic stage greatly reduces the 
danger of severe paralysis. Severe physical activity at this 
stage is almost suicidal, while the continuance of even 
average physical activity is dangerous.” 

Our data do not support this view. There was no indi- 
cation in children that a severe outcome was due to ac- 
tivity shortly before the onset of the illness, or at any 
time during illness. In adults, severe paralysis was more 
common in those who continued their activity after the 
onset of the meningeal stage than in those who were in 
bed during this period. The difference in the adult 
groups is statistically significant. However, deaths and 
severe residual paralysis in adults could not be entirely 
attributed to their activity at this period. 

Since adults are more apt than children to continue 
their routine when ill, it must be determined whether the 
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severity of paralysis of adults is due to their activity or to 
their age. Our data indicate that age is an important 
factor and that adults, irrespective of their activity, are 
more severely affected than children. 

Certainly many factors affect the prognosis of polio- 
myelitis. The previous authors did not claim that severe 
paralysis was due in all cases to excessive activity, or 
that bed rest protected at all times from moderate or 
worse paralysis. They show many cases to the contrary. 
One factor affecting prognosis is age. Other factors, ill 
defined, may be the nature of the virus, previous experi- 
ence with it, the size of the infecting dose and consti- 
tutional factors. 

It should be noted that our patients were examined 
five and one-half to seven months after onset; Russell’s, 
in convalescence; Hargreaves’, after three months’ treat- 
ment; Horstmann’s, two to three months or more after 
onset. 

Russell and Horstmann did not indicate precisely 
when their patients were examined. Because the rate of 
recovery of muscle function is more rapid at first, it is 
especially important early in convalescence to examine 
all of the patients at relatively the same time. If this is 
not done, a difference in the degree of paralysis noted 
can result merely from a difference in the time of exami- 
nation. 

The epidemic we studied consisted of patients re- 
ported by experienced physicians to have poliomyelitis. 
The age and sex distribution and the proportion of 
deaths and paralytic cases were those of the usual polio- 
myelitis epidemic in this state. In this outbreak, the 
deaths and the cases of severe residual paralysis could 
not be substantially attributed to the degree of activity 
of the patient, either shortly before his illness or at any 
time during it. Parenthetically, the fact that there were 
only five instances of heavy exertion in the meningeal 
stage was not reflected in an epidemic of unusual 
mildness. 

SUMMARY AND CONCLUSIONS 

1. Two hundred patients from the 1949 poliomyelitis 
epidemic in Nassau County, New York, were studied 
concerning their physical activity from three days before 
to a number of days after the onset of illness, and the de- 
gree of residual paralysis five and one-half to seven 
months after onset. 

2. Deaths and severe paralysis in children are not 
related to the degree of physical activity either shortly 
before the onset of illness or at any time during the illness. 

3. Deaths and severe paralysis in adults may be attrib- 
uted in part to the degree of physical activity in the 
meningeal stage. 

4. Age is a major factor in the prognosis of polio- 
myelitis. Adults, irrespective of activity, are more se- 
verely affected than children. 

5. Factors other than age and activity are of major 
importance in the prognosis of poliomyelitis. 

39 Columbia St. 


7. In the age group 25-49, a four-fold table combining severe and 
moderate paralysis, and light and bed activity, has a Chi Square of 
6.6 (P = .01). 
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EFFECT OF TRANSPORTATION 


ON SEVERITY OF 


J.A.M.A., June 30, 1951 


ACUTE POLIOMYELITIS 


M. Bernard Brahdy, M.D., Mount Vernon, N. Y. 


and 


Selig H. Katz, M.D., New York 


Often poliomyelitis develops in adults and children in 
communities where there are no hospitals or where the 
nearby hospitals are not equipped for their care. Many 
of these patients are transported long distances to hos- 
pitals especially equipped and staffed for the treatment 
of poliomyelitis. For the past two decades we have had 
the impression that the disease was severer in patients 
who were transported long distances. To determine 
whether this impression was correct, we reviewed the 
case records of patients admitted to the Willard Parker 
Hospital during the poliomyelitis epidemic of 1949. 


BASES OF ANALYSIS 


The diagnosis of poliomyelitis was made on accepted 
criteria: namely, characteristic changes in the spinal fluid 
in conjunction with either stiffness of the neck and back 
muscles or the presence of weakness or paralysis. We 
determined the community in which each patient became 
ill with symptoms referable to the central nervous sys- 
tem. This was done by reference to the history given on 
admission and by interviewing most of the patients old 
enough to give satisfactory information. These data were 
checked with the records of the New York City Health 
Department.' 

For the purpose of analysis, patients admitted to the 
Willard Parker Hospital were divided into groups of 
local patients and transported patients. Most of the local 
patients came from the borough of Manhattan, in which 
Willard Parker Hospital is located, and the adjacent 
borough of the Bronx. Only a few came from Brooklyn 
or Queens, because these boroughs had facilities for the 
care of patients with poliomyelitis. Those coming from 
beyond this area were classified as transported patients. 
Of course, local patients were also transported to the 
hospital, but only relatively short distances. 

Many New Yorkers leave the city some time during 
the summer or early autumn and thus become potential 
candidates for our group of transported patients. For 
that reason we limited our analysis to this time of the 
year, when a significant number of both local and trans- 
ported patients were hospitalized. We included all pa- 
tients with poliomyelitis admitted to the hospital from 
June 13 (the date of the first admission of a patient with 
poliomyelitis in 1949) to Oct. 31, 1949. 

We had difficulty in establishing criteria of severity of 
the disease for the purpose of comparing one patient 
with another. Does transient paralysis of all extremities 
indicate a more serious illness than permanent paralysis 
of one deltoid muscle? Is a paralysis of the facial muscles 


From the Willard Parker Hospital, New York City. 

Read before the New York Pediatric Society, March 1, 1950, New 
York. 

1. Medical inspectors of the Department of Health coliected detailed 
information on all patients with poliomyelitis in New York City. Dr. 
Morris Greenberg, Director, Bureau of Preventable Diseases, New York 
City Department of Health, granted permission to review the collected 
data pertaining to our patients. 

2. X2 = 0.017, standard value 90 per cent = 0.0158. The difference 
between the two groups is such as might occur by chance in about 9 out 
of 10 instances. 


worse than paralysis of an anterior tibial muscle? To 
obviate this difficulty we used a definite end point as a 
criterion of severity; namely, the survival or death of the 
patient. To determine the immediate effect of transpor- 
tation, we also noted whether death occurred within 24 
hours after admission to the hospital 


MATERIAL 


During the 20 week period from June 13 to October 31, a 
total of 493 patients with poliomyelitis were admitted to the 
hospital. There were 380 local patients and 113 transported 
patients. The average distance traveled by the local patients was 
seven miles; the average distance traveled by the transported 
patients was 85 miles; the median distance was 70 miles. 

The distribution of the patients by sex was similar in the two 
groups. There were 228 males and 152 females in the local group 
and 67 males and 46 females in the transported group.* 


TaeLe 1.—Age Distribution of 380 Local Patients and 113 
Transported Patients Admitted to the Willard Parker 
Hospital from June to November 1949 


Loeal Transported 
Patients Patients 
Age Group, 

Years No. % No % 


TaBLeE 2.—Duration of Illness Before Admission to 
Willard Parker Hospital 
Duration of 
IlIness, 


Days 

Local patients 

Transported patients 


The age distribution of the patients in the two groups is shown 
in table 1. The transported group had a greater percentage of 
patients between 5 and 14 years than the local group. This is to 
be expected, because in the New York area many children in 
this age span are sent to camps or taken to vacation resorts for 
the summer. It will be shown later that the difference in age dis- 
tribution did not affect the comparability of the two groups. 

The averages of the duration of the illnesses in the local group 
and the transported group are tabulated in table 2. From the 
time of onset of meningeal symptoms to the time of admission 
to the Willard Parker Hospital, the average duration of the ill- 
ness was practically the same in the two groups. The average 
duration of the illness before admission in all patients who died 
was 3.7 days for the local patients and 3.4 days for the trans- 
ported patients. The average duration of the illness in the patients 
who died within 24 hours after admission was three days for 
the local group and 3.5 days for the transported group. 

To determine whether the more seriously ill patients were 
selected for transportation at the time the original diagnosis of 
poliomyelitis was made, information was requested from as 
many as possible of the doctors who saw the patients at the 
onset of their illness. Satisfactory data were obtained for 66 of 
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the 113 transported patients. Twenty-six came from an area . 


where there was a small contagious disease hospital. Most of 
the seriously ill patients (those with bulbar symptoms) and the 
nonparalytic patients were kept in this hospital. The patients 
with the following types were sent to the Willard Parker Hos- 
pital: nonparalytic 2, spinal 19, bulbospinal 2 and bulbar 3. The 
percentage of all the patients with bulbar involvement in this 
group is 19, which is less than in our total group (table 3). Six 
other patients came from orphanages and were transferred to us 


TABLE 3.—Final Diagnosis for Local and for 
Transported Patients 


Local Transported 

Patients Patients 
Types of Poliomyelitis No. % No. % 
Nonparaly tie. .....ccccccscccssccses 125 33 22 20 
Bulbospinal.............00eeeeeeeee 38 10 23 20 
Bulbar and encephalitic........... 40 ll 14 12 
380 100 113 100 


as soon as the diagnosis was made. The rest of our patients were 
on vacation in small communities where local facilities for their 
care were not adequate. The physicians sent their patients to 
the hospitals nearest the city of the patient’s residence as soon 
as the diagnosis was made. From the information obtained there 
is no evidence to indicate that the more seriously ill patients 
were selected for transportation. 

The final diagnosis for each patient was classified as either 
nonparalytic, spinal, bulbar, bulbospinal or encephalitic polio- 
myelitis. The final diagnosis was made when the patient was 
discharged from the hospital or after several weeks of hospitali- 
zation. For the transported patient the diagnosis would reflect 
changes in the course or progression of the disease, including 
those due to transportation. In table 3 the two groups of patients 
are tabulated according to the final diagnosis, except that the 
bulbar and encephalitic types are combined. The percentage in- 
cidence of patients with the spinal type was approximately the 
same in each group. The transported group had a higher inci- 
dence of patients with the bulbospinal type and a lower incidence 
of patients with the nonparalytic type. 

The patients with paralytic and encephalitic involvements 
were observed in the hospital for one to six months. Thirty- 
eight patients died during this time. Most deaths from polio- 
myelitis occur within two weeks after the onset of the illness. 
Thirty-five of our 38 deaths occurred within two weeks. One of 
the remaining three deaths occurred after 17 days, another after 
37 days and the third after 120 days. It has been our experience 
that some patients who receive respirator treatment die from 
massive atelectasis following an infection of the upper respira- 


TABLE 4.—Fatality Rates in Local and Transported Groups 
Calculated on Basis of All Patients and Also on Basis of 
Patients with Bulbar and Encephalitic Involvement 


Number Number Rate of 
of of Fatality, 
Patients Deaths Per Cent 
All patients 


Patients with bulbar and encephalitie 
involvement 
78 19 24.4 


tory tract contracted after discharge from the hospital.? How- 
ever, transportation during the acute stage of the disease would 
have little bearing on such fatalities. 


ANALYSIS 

Among the 380 local patients there were 20 deaths, 
a case fatality rate of 5.3 per cent. Among the 113 trans- 
ported patients there were 18 deaths, a case fatality of 
16 per cent (table 4). A fatality rate that is three times 
greater in one group than in another is obviously signifi- 
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cant. However, it seemed advisable to analyze the death 
rate on a different basis. The nonparalytic and the spinal 
types of cases contribute little to the fatality rate. There- 
fore, these were excluded and only those patients with 
bulbar or encephalitic involvement were used in calcu- 
lating the fatality rate.* All the deaths, except one in each 
group, were of patients with bulbar or encephalitic in- 
volvement. There were 78 such patients, with 19 fatali- 
ties in the local group, giving a fatality of 24.4 per cent. 
In the transported group there were 37 patients, with 17 
fatalities, giving a case fatality rate of 46 per cent (table 
4). The difference of 21.6 per cent is statistically sig- 
nificant.® 

In the discussion of the age distribution of our pa- 
tients, it was noted that there was a predominance of 
patients between 5 and 14 years of age in the transported 
group (table 1). To determine whether this difference 
in the age distribution in our two groups favored a higher 


TaBLe 5.—Distribution and Fatality Rates by Age Group of 
2,446 Patients with Poliomyelitis in New York City in 1949 


Patients Fatality 
Age Group, r ate, 
Years Number Per Cent Per Cent 
2,446 100.0 7.3 


TABLE 6.—Expected Deaths and Fatality Rates in Local and 
Transported Patients Obtained by Applying Age Specific 
Case Rates of New York City for 1949 


Local Transported 
Patients Patients 
e No. of No. of 
Group, Expected Expected 
Years No Deaths No Deaths 
97 4.07 22 0.92 
o> 1ll 6.77 44 2.68 
78 4.13 1.64 
ce 33 5.71 7 1.21 
61 8.24 9 1.22 
380 28.9 113 1.7 
Expected case fatality rate...... 7.6% 6.8% 


fatality rate in the transported patients, we applied the 
age-specific case fatality rates for the entire city of New 
York in 1949 (table 5)° to each of our age groups 
(table 1). This gives the expected number of deaths for 
each age group and the expected total case fatality rate 
(table 6). The expected case fatality rate by this calcu- 
lation is higher in the local group, whereas actually it 
was higher in the transported group. Therefore the differ- 
ence in age distribution did not favor the higher fatality 
rate which occurred in our transported patients. 

During the first 24 hours after admission to the hos- 
pital, four local patients died (20 per cent of the 20 
fatalities in this group). During the first 24 hours, nine 


3. Brahdy, M. B., and Lemarsky, M.: Respiratory Failure in Acute 
Epidemic Poliomyelitis, J. Pediat. 8: 420 (April) 1936. 

4. The suggestion for such an analysis was made by Mr. H. H. Marks, 
Manager, Statistical Bureau, Metropolitan Life Insurance Company. 

5. X? = 5.40, standard deviation 2 per cent = 5.412. The possibility 
that this difference is a result of chance is _ greater than two in 100. 

6. Greenberg, M.; — M., and Mag M. C.: Poliomyelitis in 
New York City in 1949, 2 A State J. Med. 50; 1119 (May 1) 1950. 
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of the transported patients died (50 per cent of the 18 
fatalities in this group). The difference is statistically 
significant.? 

COMMENT 

The local group and the transported group were found 
sufficiently similar to permit evaluation of the factor of 
transportation. The groups were analyzed on the basis of 
age and sex distribution, the duration of the illness before 
admission to the Willard Parker Hospital and informa- 
tion obtained from physicians referring the patients to 
the hospital. It would have been desirable to compare 
the two groups according to the type or extent of involve- 
ment present when the diagnosis was first made. How- 
ever, sufficient information was not available for the 
transported patients. 

The fatality rate was calculated first on the basis of 
all patients in each group. The patients who were trans- 
ported long distances had a fatality rate three times that 
of the local patients. 

Then the fatality rate was calculated for those patients 
who had bulbar or encephalitic involvement, according 
to the final diagnosis made in the hospital. On this basis 
the fatality rate in the transported group was almost 
twice that in the local group. 

The final analysis was of the deaths occurring soon 
after the patients were admitted to the hospital. The 
average duration of the illness in the patients who died 
within 24 hours after admission was practically the same 
in both groups (table 2). Therefore, this time factor 
did not affect the fatality rate in the first 24 hours. It 

7. X* = 3.788, standard value of 5 per cent = 3.841. The possibility 


that this difference occurred by chance is no greater than approximately 
1 in 20. 

8. Russell, W. R.: Poliomyelitis: The Early Paralytic Stage and the 
Effect of Physical a on the Severity of the Paralysis, Brit. M. J. 
2: 1203 (Dec. 27) 194 

9. Hargreaves, E. ‘¥ Poliomyelitis: Effect of a During the Pre- 
Paralytic Stage, Brit. M. J. 2: 1021 (Dec. 11) 1 

10. Horstmann, D. M.: Acute Poliomyelitis: Aes Il of Physical Activity 
at the Time of Onset to the Course of the Disease, J. A. M. A. 14 
236 (Jan. 28) 1950. 
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seems likely that the greater mortality in the transported 
group, occurring shortly after admission to the hospital, 
is due to the long trip during the acute stage. 

The harmful effect of physical activity on the severity 
of poliomyelitis was shown by Russell * and by Har- 
greaves.” Russell questioned 44 patients old enough to 
fix the time of onset of meningeal symptoms and the 
amount of physical activity, work or play, during the 
early days of their illness. He found that the amount 
of physical activity after the onset of meningeal symp- 
toms bore a direct relation to the degree of muscle 
paralysis. Hargreaves in a similar analysis of 30 cases 
confirmed the conclusions of Russell. Hargreaves also 
showed that the maximum exertion in one day after the 
onset of meningeal symptoms had a more deleterious 
effect on the prognosis of poliomyelitis than the aggre- 
gate of physical activity during the entire period before 
hospitalization. Recently, Horstmann,’ in an intensive 
study of 411 cases from three epidemic areas in this 
country, confirmed the conclusions of Russell and Har- 
greaves. Our experience based on fatality rates indicates 
that long transportation also has a deleterious effect. 

Whether the treatment of patients during the acute 
stage of poliomyelitis should be decentralized or whether - 
the methods of transportation should be improved re- 


quires further study. 
SUMMARY 


Fatality rates are recorded for a group of patients with 
poliomyelitis who were transported to the hospital over 
long distances and for a comparable group of patients 
who were transported short distances. In the same groups 
the deaths which occurred within 24 hours after admis- 
sion to the hospital are recorded. All patients with polio- 
myelitis admitted to the Willard Parker Hospital between 
June 13 and Oct. 31, 1949 are included. The results 
indicate that transportation over long distances may be 
harmful to a patient in the acute stage of poliomyelitis. 
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SHOULDER-HAND SYNDROME FOLLOWING MYOCARDIAL INFARCTION 


TREATMENT BY PROCAINE BLOCK OF THE STELLATE GANGLION 
Daniel M. Swan, M.D. 


John M. McGowan, M.D., Quincy, Mass. 


Reflex dystrophy of the upper extremity, often pro- 
ducing serious disability, has been receiving increased 
attention in recent years. Although the syndrome is 
due to many different causes, the underlying neuro- 
vascular mechanism is probably the same. This paper 
is concerned with a description of a technic for procaine 
block of the stellate ganglion using the anterior approach 
and the results obtained in treatment of the shoulder- 
hand syndrome following myocardial infarction. 

Many cardiologists and other clinicians from Osler ' 
on have noted the onset of a painful disability of the 


From the Department of Surgery, Tufts Medical School, Boston, and 
the Department of Medicine and Surgery, Quincy City Hospital. 

Physician in Chief and Cardiologist, Quincy City Hospital (Dr. Swan), 
and Chief of the Department of General Surgery, Quincy City Hospital; 
Assistant Professor of Surgery, Tufts Medical School; Visiting Surgeon, 
Boston City Hospital (Dr. McGowan). 


shoulder or hand or both following myocardial infarc- 
tion or long-standing angina pectoris. Libman * noted 
the frequent coexistence of painful shoulder and angina 
pectoris, but he erroneously attributed the pain to “sub- 
acromial bursitis.” Ernstene and Kinell,* in a study of 
133 cases of myocardial infarction, found the occur- 
rence of persistent shoulder pain in 17, and in six of 
these there was involvement of the hand. In 1943, 
Johnson * published a study of trophic hand changes 
in 39 of 178 consecutive cases of myocardial infarction, 
for which he suggested the name “post-infarctional 
sclerodactylia.” In 34 of these cases there was also 
shoulder pain and disability. 

The signs and symptoms of the postmyocardial 
infarction type of the shoulder-hand syndrome are not 
specific and resemble those of sympathetic disturbances 
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due to other causes. Steinbrocker and associates ° list 
the causes of reflex dystrophy of the upper extremity as 
Observed in 42 cases, in the following order of fre- 
quency: (1) idiopathic, (2) postmyocardial infarction, 
(3) post-traumatic, (4) posthemiplegic, (5) post- 
herpetic, (6) diffuse vasculitis, (7) cervical osteo- 
arthritis, (8) panniculitis and (9) gonorrheal arthritis. 
The mechanism is considered to be one of reflex neuro- 
vascular dystrophy, in which the vasomotor and trophic 
symptoms presumably result from reflex stimulation of 
the sympathetic nerve supply. Steinbrocker, Spitzer 
and Friedman state: 

The afferent stimuli may be assumed to arise in a general 
way from a focus of physiologic irritation or from a local, 
injured area in the extremity, the heart, the cortex, etc.—any 
site of external or internal disturbance or violence to tis- 
sue. . . . Following a myocardial infarction for example, 
afferent stimuli traverse the cardiac nerves to enter the cord 
at levels T:-T,. These new and profound stimuli strongly 
activate the internuncial pool in that area of the cord. The 
disturbance spreads upward with effects on the anterior horn 
cells, causing disability of the shoulder muscles. It travels 
downward to involve the sympathetic neurones of the lateral 
horn cells innervating the upper extremity. 

The clinical course of this syndrome is divided into 
three stages, which may vary widely in individual cases 
in duration and symptomatology. The first stage is 
characterized by painful shoulder disability and stiff- 
ness, swelling and pain of the fingers and hand. This 
usually lasts three to six months. The second stage, 
which has about the same duration, is characterized by 
disappearance of the shoulder pain and swelling of the 
hand. However, stiffness and flexion deformity of the 
fingers increase, and there may be atrophy of hand 
muscles and subcutaneous tissues. Roentgenograms 
reveal osteoporosis of the hand bones. The third stage 
may continue for months or lead to irreversible changes. 
Trophic changes in the hand are prominent, and con- 
tractures and subluxations may occur. Blood flow in 
the extremity is diminished, and skin temperature drops. 

Treatment of this type of disability in the past con- 
sisted primarily of physical therapy, which gave tempo- 
rary palliation but had little effect on the progress of 
the disease. High voltage roentgen therapy has been 
reported as relieving the pain but otherwise not influenc- 
ing the disability. Interruption of the sympathetic nerve 
pathways has been reported to give by far the best 
results. We have used local block therapy by infil- 
trating the stellate ganglion with procaine hydrochloride 
(U. S. P.) by the anterior approach, a procedure wh. 'h 
has the advantage of necessitating no hospitalization. 
The sympathetic pathways can be permanently inter- 
rupted by surgery if benefit from blocks is not sustained. 

It has been shown that in the early stages of the 
shoulder-hand syndrome there is elevated surface tem- 
perature and increased blood flow. Why sympathetic 
block should be more successful under these conditions 
than in the later stages is not clear at present, although 
its success in the later stages, when lowered tempera- 
ture and trophic changes are present, is easy to under- 
stand. This form of therapy breaks up the “vicious 
circle” which is set up through the internuncial pool 
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of active stimuli in the cord, provoked by the primary 
etiological condition, and in the majority of cases 
relieves the pain, muscle spasm and disability. 


METHODS AND TECHNIC 

The method of stellate procaine block used is one 
developed and used by one of us (J. M. M.) over the 
past six years. It has been used in treatment of various 
sympathetic and vascular disturbances such as causal- 
gia, frostbite, thrombophlebitis, Raynaud’s disease and 
cerebrovascular accident. These blocks were generally 
carried out as office and clinic procedures. However, 
it is advisable that one have on hand oxygen that can 
be administered with a B. L. B. mask and bag or some 
similar apparatus, in order that the patient may be kept 


Fig. 1.—General direction in which the neeffie is inserted through the 


scalenus anticus muscle in order to strike the transverse processes of the 
lower cervical vertebrae. 


t 


on continuous artificial respiration for a period of one 
hour in case some of the procaine finds its way into 
the spinal canal. 


The head is turned away from the side to be treated and is 
hyperextended. A procaine wheal is raised 1 fingerbreadth 
above the clavicle over the center of the scalenus anticus 


1. Osler, W.: Lectures on Angina Pectoris and Allied States, New 
York, D. Appleton & Company, 1897, p. 50. 

2. Libman, E.: General Considerations, in Symposium on Angina 
Pectoris, with Special Reference to Coronary Artery Disease, Bull. New 
York Acad. Med. 11: 427-441, 1935. 

3. Ernstene, A. C., and Kinell, J.: Pain in Shoulder as Sequel to 
Myocardial Infarction, Arch. Int. Med. 66: 800-806 (Oct.) 1940. 

4. Johnson, A. C.: Disabling Changes in Hands Resembling Sclero- 
dactylia Following Myocardial Infarction, Ann. Int. Med. 19: 433-456 
(Sept.) 1943. 
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muscle just lateral to the clavicular portion of the sterno- 
cleidomastoid muscle. The index and middle fingers of the 
left hand are placed one on each side of the scalenus anticus 
muscle (fig. 1). A 24 gage 2 inch (5 cm.) needle is placed 
on a 20 cc. Luer-Lok syringe containing 15 cc. of 1 per cent 
procaine hydrochloride solution, This needle is then inserted 
through the wheal and is pointed in a direction inward and 
downward so as to aim in the general direction of the trans- 
verse processes of the lower cervical vertebrae or the neck 
of the first rib. This needle is inserted until it strikes bone 
at a depth of approximately 5 cm. During insertion of this 
needle, a continuous injection of procaine is made in order 
to produce a painless tract along which the second needle 
can be passed without discomfort to the patient. A regular 
19 gage, 3% inch (9 cm.) spinal needle is passed in the same 
general direction until it strikes bone at approximately 5 cm. 
from the skin level. The needle is passed directly through 
the scalenus anticus muscle between the index and the middle 
finger, which still straddle this muscle (fig. 2). The needle 
is directed inward, backward and caudad until it strikes bone. 
The stylet is then withdrawn, and a few moments is spent 
observing the needle for evidence of leakage of spinal fluid. 
If the needle is inserted too far, it is possible that it might 
pass through one of the intervertebral foramens into the spinal 
canal, or occasionally there may be an extension of the 
dura along the spinal nerve roots into which the tip of the 
needle may be inserted. The needle should then be rotated 
180 degrees, and one should again wait for evidence of spinal 
fluid. If none is found or if there is no blood, the needle 
should then be rotated to its original position and an empty 
syringe attached and aspiration made. If no blood or spinal 
fluid is obtained, then one should inject 10 cc. of a 1 per cent 
procaine hydrochloride solution slowly. 


Fig. 2.—Relationship of the stellate ganglion to the transverse process 
of the cervical vertebrae, the neck of the first rib and the scalenus anticus 
muscle. 


The principle of this technic is based on the fact 
that the sympathetic chain which contains the stellate 
ganglion is closely attached to the prevertebral fascia. 
This fascia, in turn, lies only a very short distance in 
front of the vertebral bodies and transverse processes. 
The injected procaine flows up and down behind the 
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prevertebral fascia and is bound to strike that ganglion, 
since it has no other place it can go (fig. 3). 

The patient should be carefully observed for a 15 
minute period for any evidence of leakage of procaine 
into the spinal canal. After this injection, Horner’s syn- 
drome develops—i. e. the pupil constricts, the eyeball 


Fig. 3.—Relationship of the stellate ganglion to the prevertebral muscles 
and prevertebral fascia and the manner in which the procaine solution 
spreads forward to the prevertebral facia, to which the stellate ganglion 
is closely attached. 


recedes into the head, the upper lid droops and there 
is absence of sweating on the right side of the face and 
head. The hand and arm on the treated side also become 
considerably warmer than the opposite extremity. 


RESULTS 

Within 10 minutes after injection of the stellate 
ganglion with procaine, there was complete relief of 
pain in the shoulder and arm and also in one case there » 
was relief of a pain in the precordial region which the 
patient had complained of constantly. More striking, 
even, than the relief of pain was the remarkable return 
of function in the muscles of the extremity. Prior to 
treatment, these patients were unable to use the involved 
extremity. The muscles were in a chronic state of 
spasm. This spasm was so severe that it was very diffi- 
cult for the patient to raise the arm, move the elbow 
or open and close the hand. The spasm was different 
from that which is observed in muscles in other condi- 
tions, in that the patient could move the muscles but 
with a great deal of difficulty, like the stretching of 
some inert semielastic plastic substance. After the pro- 
caine block of the stellate ganglion, each patient was 
able to open and close the hand with facility and also 
move the arm at the shoulder and elbow. One of these 
patients had been unable to raise his hand off the bed 
for three months. Ten minutes after the first procaine 
block, he was able to move the hand and arm with a 
remarkable degree of facility, and after the third injec- 
tion he was able to return to his work, which involved 
the handling of precision instruments, a task that he 
had not been able to do for nearly a year. 

Another patient was more impressed with the relief 
of stiffness of the hands than with the relief of pain. 
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Whenever he tried to open and close his hand, it 
appeared as if there was a pronounced stiffness in the 
joints of the fingers. On closer observation, it was 
determined that his stiffness was due to an inability of 
the muscles to relax. After the first treatment the 
patient was able to open and close the hand in a normal 
manner. 
REPORT OF CASES 


Case 1.—Mrs. J. T., a 56 year old housewife, in March 
1948 had an episode of severe chest pain and dyspnea, after 
which she was hospitalized for five weeks. Soon after dis- 
charge, she began to notice pain and stiffness in the left hand, 
arm and shoulder and also sharp pain radiating across the left 
upper part of the chest and to the left scapula and neck, 
not related to exertion. When she was seen in November 
1948, these symptoms were persistent and marked. On exam- 
ination there was pain on motion and limitation of flexion of 
the fingers of the left hand. The deep reflexes were equal and 
active. An electrocardiogram was consistent with coronary 
artery disease with old anterior myocardial infarction. She 
received three left stellate ganglion blocks over a period of 
one month, each of which was followed by Horner’s syn- 
drome, increased warmth, increased mobility and relief of 
pain in the left hand and shoulder. There was also relief 
of the chest pain. The swelling of the fingers receded. At the 
time of this writing (January 1950), almost two years later, 
there is continued relief from pain and markedly improved 
mobility of the shoulder and flexibility of the fingers. An 
excerpt from a letter in reply to a follow-up note reads as 
follows: “Dec. 29, 1949. I am grateful to you for your 
interest in my case and for the relief from pain that your 
treatments have brought me. Since the last one, on Jan. 4, 
1949, the pain in the left shoulder gradually decreased until 
June. I was able to move my arm around to my back. Now 
I have complete freedom of action of my arm without pain. 
The swelling of the left hand went down very soon after 
treatment, and the redness and pain in the knuckles have greatly 
diminished. My right hand also benefited. A year ago both 
hands were painful and stiff, but now I can close them with 
a minimum of pain.” 

CasE 2.—H. C., a 63 year old retired Navy petty officer, 
in July 1948 had an attack of prolonged substernal pain and 
dyspnea while building a house. An electrocardiogram was 
consistent with a recent coronary thrombosis with anterior 
myocardial infarction. He was kept in bed for four weeks. 
Eight weeks after the attack he began to notice pain and dis- 
ability in the right shoulder and hand. On examination there 
were limitation of abduction and pain on motion of the right 
shoulder, the patient being unable to put on a coat without 
assistance. There was limitation of both flexion and exten- 
sion of the fingers of the right hand but no swelling or 
color changes. There were no reflex changes. These symp- 
toms and signs persisted, and in December 1948 he received 
three right stellate ganglion blocks at weekly intervals. After 
these, there were definite relief of pain and increased mobility 
in the right shoulder and fingers, although he continued to 
complain of occasional mild aching and stiffness of the fingers 
until his death, from recurrent coronary thrombosis, in 
November 1949, 


Case 3.—J. A. P., a 61 year old factory worker, was hos- 
pitalized on April 12, 1948, because of prolonged subdsternal 
pain. There was a preceding eight year history of exertional 
angina pectoris relieved by glyceryl trinitrate. An _ electro- 
cardiogram was interpreted as indicating a coronary throm- 
bosis with recent anterior myocardial infarction. His course 
was uneventful for three weeks, when he noted the onset of 
pain and stiffness in the right wrist and shoulder. This was 
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followed by pain, erythema and swelling of the fingers and 
dorsum of the right hand; the pain was severe and required 
narcotics for control. The swelling and pain gradually sub- 
sided but on discharge on June 1, the patient had marked 
limitation of abduction of the shoulder and of flexion of the 
fingers. He returned to work in October but was unable 
to perform his previous duties because of right shoulder and 
hand disability. In December he noted the onset of painful 
disability of the left shoulder and left hand. He was hospi- 
talized again, in January 1949, because of recurrent sub- 
sternal pain. An electrocardiogram suggested an old anterior 
myocardial infarction. Examination revealed painful limita- 
tion of motion of both shoulders, the patient being unable to 
raise either arm more than 30 degrees while recumbent. 
There was limitation of flexion of the fingers of both hands. 
Roentgenograms revealed deossification about the _ right 
shoulder girdle, most marked in the head of the humerus, 
and about the articular surfaces of the carpals, metacarpals 
and phalanges of the right hand. He received four stellate 
ganglion blocks on the left and one on the right and was 
discharged with increased mobility and relief of pain in both 
hands and shoulders. He returned to work in June 1949 and 
at that time was able to raise both arms vertically over his 
head and to clench his fists satisfactorily. 


SUMMARY AND CONCLUSIONS 


1. The shoulder-hand syndrome occurs in approxi- 
mately 10 to 20 per cent of cases of myocardial 
infarction. The degree of disability reported has been 
variable: in some cases it has been described as minor; 
in other cases it has been extremely severe, leading to 
serious incapacity and inability of the patient to perform 
useful work. 


2. Formerly, treatment recommended for this con- 
dition included physical therapy, roentgen treatments, 
ganglionectomy and periarterial sympathectomy. A 
sufficient number of cases of procaine block of the stel- 
late ganglion have been reported in the literature to 
indicate the beneficial results of this treatment. 


3. In this paper we have reported the results of 
treatment of a series of patients with shoulder-hand 
syndrome by stellate block with procaine hydrochloride 
by the anterior approach. This method is considered 
to be fairly simple and is consistently successful when 
employed with a reasonable amount of skill. The results 
have been excellent in every case. 


The Need for Malaria Control.—Malaria still ranks high in 
the list of man’s afflictions and it remains a crippling reality to 
vast numbers of people in warmer lands. As we become more 
and more involved in such areas, through military and “Point 
Four” activities, we may expect the importance of overseas 
malaria to become clearer. We shall also have to be watchful 
against imported malaria and its possible spread in the United 
States for many years to come. There was very little spread 
in this country of the malaria contracted overseas in World War 
Il because we were so well prepared to prevent it. But one should 
not assume, as too many do, that DDT has solved all the 
problems, and that it is illogical for scientists to pay more atten- 
tion to this disease, needless for sanitary engineers to have 
further concern over adjusting the environment to prevent 
anopheline breeding, and wasteful for administrators to budget 
funds for malaria studies. Paul F. Russell, M.D., Malaria and 
Society, Journal of the National Malaria Society, March 1951. 
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IMPORTANCE OF BRONCHIAL INVOLVEMENT IN PRIMARY 
TUBERCULOSIS OF CHILDHOOD 


Herman I. Laff, M.D., Allan Hurst, M.D. 


and 


Arthur Robinson, M.D., Denver 


Recognition of the importance of bronchial affections 
in adult pulmonary tuberculosis has been attained by an 
increased utilization of bronchoscopy during the past two 
decades that has added immeasurably to our knowledge 
of this disease. In the forefront of the contributors to this 
subject have stood American bronchoscopists trained in 
the tradition of Chevalier Jackson. Bronchial involve- 
ment in childhood pulmonary tuberculosis is similarly 
important but appears to have received less attention 
among bronchoscopists in this country. 

The foreign literature has been far more replete with 
articles dealing either with exhaustive studies or with iso- 
lated case reports than has the American literature. In 
reviewing the Transactions of the American Broncho- 
Esophagological Association we have been able to find 
only one contribution, that of Myerson ' in 1940. During 
the past five years numerous articles in foreign peri- 
odicals have been listed,” with scarcely a reference by 
American authors. The few papers in this country have 
for the most part recorded institutional experiences.* 

Pediatricians and physicians in private practice have 
apparently been reluctant to subject infants and young 
children with primary tuberculosis to bronchoscopic 
investigations, mainly due to the rigors and dangers still 
associated with this exarnination. It would also appear 
that the relatively benign and frequently asymptomatic 
character of some of the cases has not directed attention 
to them. By contrast, the hazards of bronchial compres- 
sion and perforation by hilar nodes have not often been 
appreciated. It is possible that bronchoscopists have 
also failed to recognize and evaluate the presenting dis- 
ease in the small bronchi of infants, especially when the 
examinations were not made with sufficiently adequate 
anesthesia to permit an accurate interpretation. 

Our attention was focused sharply on this problem 
quite by accident when our first patient (case 1) was 
referred to one of us for bronchoscopic examination 
because of symptoms suggestive of foreign body aspira- 
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tion (cough, wheezing and x-ray signs of lobar atelec- 
tasis). The caseous masses removed during broncho- 
scopic treatment were subsequently proved to be the 
extruded contents of hilar tuberculous nodes that had 
perforated through the bronchial wall. It is unfortunate 
that only a minority of these children manifest signs of 
aspirated foreign body. Otherwise, many now over- 
looked would be referred for treatment with the broncho- 
scope. 

Since the burden of definitive diagnosis and treatment 
must ultimately fall on the bronchoscopist, a review of 
some of the salient problems of primary pulmonary 
tuberculosis of childhood as it relates to concomitant 
bronchial involvement is in order. Students of this dis- 
ease have long been impressed by the variability of 
roentgenologic patterns and by the frequent discrepancy 
between the relatively large amount of pulmonary 
parenchymal involvement as shown by x-ray and the 
paucity of clinical symptoms in many cases. Two roent- 
gen patterns in particular have been disturbing: viz., 
the relatively common lobar or wedge-shaped densities 
formerly called epituberculosis and now variously inter- 
preted as pneumonitis or atelectasis, and the less com- 
mon pattern of obstructive emphysema. On the basis of 
our experience we wish to concur with those who stress 
that these shadows are not primarily infiltrations but are 
most commonly the result of extrinsic or intrinsic in- 
volvement of the bronchi by the tuberculous process. 

In presenting the following cases we are endeavoring 
to give examples of the involvement of the bronchus in 
different types of primary tuberculosis. In our series 
many patients showed roentgen signs of atelectasis, 
emphysema or both. In some where x-ray signs of atelec- 
tasis or obstructive emphysema were present the symp- 
toms associated with these states, such as cough and 
wheezing, were frequently absent. 


REPORT OF CASES 


Case 1.—M. A. J., a white girl 19 months old, began to cough 
and wheeze after having had measles. An x-ray was taken some 
months later and a partial atelectasis of the right lower lung 
field was noted. Because of suspicion of the presence of a foreign 
body one of us (H. I. L.) treated her with the bronchoscope and 
found some inspissated, cheesy particles in the right main 
bronchus. The atelectasis cleared but reappeared one month 
later, and due to the diagnosis of tuberculosis the patient was 
admitted to National Jewish Hospital in Denver. Obstructive 
emphysema of the entire right lung was observed, both clinically 
and on roentgenogram. The gastric washings were positive for 
acid-fast organisms. A bronchoscopic examination again revealed 
masses of caseous material in the right main bronchus that were 
aspirated with improvement. Two months later, with recurrence 
of the emphysema, she was again treated with the bronchoscope, 
with aspiration of the same material, positive on culture for 
Mycobacterium tuberculosis but negative on smear. Two weeks 
later a bronchoscopic examination showed a small opening in 
the lateral wall of the right main bronchus with a small mass of 
caseous material partially occluding it. The mucous membrane 
was edematous but appeared improved. From that time on the 
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child showed improvement, but six months later, with the re- 
appearance of physical signs, a granulation was found on the 
anterior wall of the right main bronchus immediately over the 
opening of the right middle lobe bronchus. In all, the child has 
been treated with the bronchoscope 10 times and is now clin- 
ically well. 


Case 2.—C. H., an 8 year old white boy, had symptoms of 
weight loss, night sweats and irritability for three months prior 
to admission. On admission a pneumonic consolidation was noted 
in the right upper lobe. Bronchoscopic examination done a few 
days after admission showed definite caseous material in the right 
upper lobe branch, and after aspirating portions a granulomatous- 
appearing mass was also noted. The aspirated material was 
negative on smear but positive for tubercle bacilli on culture. 
Repeat roentgenography showed distinct clearing of the con- 
solidation. 


Case 3.—G. G., a Spanish-American boy 5 years old, became 
ill with signs and symptoms of left upper lobe pneumonia and 
was admitted to National Jewish Hospital some months later. 
The left upper lobe was dense on roentgenogram, and tomo- 
grams revealed the left upper lobe bronchus to be completely 
obstructed, ending in a blind pouch. Bronchoscopic examina- 
tion disclosed that the opening of the left upper lobe bronchus 
had swollen, rounded margins with edematous mucous mem- 
brane. The lumen was plugged by caseous material that was 
found positive on culture. Further bronchoscopic examinations 
resulted in aspiration of a similar substance, and at the last 


Fig. 1 (case 1).—Atelectasis of right lower lobe. 


examination the bronchus was narrowed with an inward bulging 
of the posterior wall. There was distinct clearing of the consoli- 
dation on roentgenogram. 


Case 4.—J. M., a Spanish-American boy, 10 months old, was 
admitted because of suspected disseminated tuberculosis. Roent- 
genogram showed a contracted left lung with shift of the medi- 
astinum to that side, and some obstructive process was suspected. 
Although the first bronchoscopic examination was negative, a 
repeat examination done one month later showed the carina 
thickened, the left upper lobe branch orifice the site of a 
granuloma and some caseous material. This was aspirated and 
found negative for tubercle bacilli on smear and culture. Further 
bronchoscopic examinations were negative, and roentgen exami- 
nation showed progressive improvement. 


Case 5.—B. L. R., a Spanish-American girl, 34% years old, 
had been hospitalized with a positive chest roentgen finding after 
a contact examination. For almost a year there was no remark- 
able change in the lesion in the right lower lung field, and 
bronchoscopic examination was done as a diagnostic procedure. 
Examination showed a fistulous opening surrounded by a 
granuloma in the anterior wall of the right main bronchus near 
the upper lobe orifice. One month later examination with the 
bronchoscope revealed caseous material in the right main bron- 
chus positive on culture. There has been progressive clearing 
of the roentgen findings since that time. It should be noted that 
at no time were there the classical symptoms or signs of bron- 
chial obstruction. 
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COMMENT 
As suggested by a study of the cases presented, it is 
well to recognize that the consolidations of primary 
tuberculosis are commonly of two types: (1) benign- 
asymptomatic and self-limited, the more frequent va- 
riety, and (2) malignant, complicated by progressive 


Fig. 2 (case 1).—Particles of caseous material removed during bron- 
choscopic examination. Corresponding amounts were removed at three 
subsequent examinations. 


tuberculous pneumonitis, not infrequently fatal. The 
roentgen patterns of both varieties may be indistinguish- 
able, and indeed there is good evidence that both condi- 
tions may have the same pathogenesis. 

Oppenheimer * has shown that the majority of in- 
stances of tuberculous “pneumonitis” in the younger age 
group are the result of aspiration into the bronchi of 
caseous material. In most cases such material contains 
few viable organisms and many dead ones, and there 
results a resolving type of absorption atelectasis and 
pneumonitis (type 1). Rich claims that whether rupture 
of a caseous lymph node into a bronchus will cause 
progressively fatal disease or the so-called benign type 
depends on the concentration of live tubercle bacilli in 
the caseous material as well as on host resistance. He 
has been able to duplicate both these types of tubercu- 
lous disease experimentally in animals. 

In short, the experimental, clinical and pathological 
evidence all lead to the conclusion that many of the ex- 
tensive parenchymal consolidations of primary tubercu- 
losis are a combination of absorption collapse and 


Fig. 3 (case 1).—A, distinct obstructive emphysema of the left lung 
within six weeks; B, normal aeration after aspiration of caseous material. 


tuberculous pneumonitis stemming mostly from bron- 
chial obstruction and varying degrees of involvement 
of the bronchial wall. Whether the bronchial obstruction 
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is caused by pressure from enlarged nodes, contiguous 
invasion of the bronchial wall with true development of 
endobronchial disease or by actual plugging of stem, 
lobar or segmental bronchi with caseous material, a 
valvular mechanism is developed that leads to obstruc- 
tive emphysema or obstructive atelectasis, reflecting 
variations in the degree of bronchial obstruction. 


Fig. 4 (case 3).—Extensive density involving the left upper lobe. 


The clinical importance of these observations is great. 
In spite of Rich’s contention that the condition is more 
than an atelectasis carrying with it a varying amount of 
pneumonitis, the results of bronchoscopic aspiration 
with rapid clearing in many cases would tend to throw 
considerable weight in the direction of obstruction. 

As to the clinical findings, all observers are agreed 
that they are not in proportion to the roentgen pattern. 
While the child may have been initially slightly ill, 
the temperature is usually normal or low grade. The 
cough may occasionally be spasmodic and resembles 
that of pertussis. Wheezing may be intermittent or con- 
stant, but on physical examination its location is usually 
constant. Again it must be stressed that “all is not asthma 
that wheezes.” One important symptom is the rattling 
or whistling of the lungs during expiration. Unless treat- 
ment is instituted this picture may persist for months or 
even years, thus paving the way for irreversible change 
and the elements of chronicity. 

There appears to be a difference of opinion as to how 
much of this condition may be due to extrinsic pressure 
on the bronchi or due to extension into and rupture 
through the bronchial wall. It is our feeling that all 
stages, from one extreme to the other, frequently occur, 
and that actual bronchial rupture is much commoner 
than we have hitherto been led to suspect. 

Myerson,’ reporting on a series of 29 tuberculous 
children treated with the bronchoscope, found bronchial 
rupture in only one and evidence of bronchial compres- 
sion, by enlarged nodes, in seven. Our own series con- 
sisted of 15 cases of primary tuberculosis with either 
wheezing or persistent atypical x-ray shadows. These 
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have been treated during the past 18 months, and we 
aspirated caseous material from seven, 47 per cent of the 
total group studied. While the actual point of rupture 
could not always be visualized at the first bronchoscopic 
examination, it could usually be demonstrated at sub- 
sequent examinations, and there could be little doubt 
that this was the source of the aspirated caseous material. 
It is our feeling that repeated examinations with the 
bronchoscope will ultimately demonstrate rupture in an 
increasingly greater percentage of cases studied. 

Goérgényi-Gottche and Kassay * were able to demon- 
strate bronchial rupture in 18 out of 28 patients given 
bronchoscopic treatment. They were able to substantiate 
by tomography that most infections in their patients were 
due to intramural bronchial obstruction rather than 
stenosis by external pressure. As confirmatory evidence 
they found bronchial rupture in eight of 17 consecutive 
autopsies on tuberculous children. Only one half of these 
were so located that they could have been seen on 
bronchoscopic examination. This is obviously signifi- 
cant, since a negative examination does not exclude the 
possibility that rupture has occurred into the smaller 
bronchi. Similarly, Rich has observed many instances 
at autopsies of healed bronchial perforations in adult 
persons dying of nontuberculous cause. His feeling is 
that these lesions would be found with much greater 
frequency if special search were made for them. 

Recently Richards* reported that an_ atelectatic 
process developed in 21 per cent of 239 children under 
6 years of age with primary tuberculosis. Over 6 years 
of age the percentage was less. On bronchoscopic exami- 
nation the commonest cause he could find was the nar- 
rowing of the bronchi due to extrinsic pressure. In a 
series Of 28 cases of active primary tuberculosis asso- 
ciated with radiographic abnormalities in the lung field 
Hutchinson‘ found that only two patients had no 
bronchoscopic evidence of obstruction. Of the 26 pa- 
tients with positive bronchoscopic findings only nine 
showed solely extrinsic pressure on the bronchus by 
enlarged lymph nodes. 


Fig. 5 (case 3).—A, tomogram showing the left main bronchus with 


the upper lobe branch ending in a blind pouch; B, distinct 


clearing on 
the left after several bronchoscopic examinations. 


Jones, Rafferty and Willis *» examined 42 children 
with benign parenchymal tuberculosis. In only 11 did the 
bronchial tree seem normal. Aspiration, cauterization 
and biopsy resulted in the clearing of the process in more 
than one half of the patients. They actually found 
atelectasis in more than 12 per cent of children with pri- 
mary tuberculosis. 
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Encroachment on the bronchi by enlarged lymph 
nodes can be considered the forerunner to rupture. 
Careful inspection may sometimes reveal the caseous 
contents shimmering through the thinned mucous mem- 
branes. The process has been likened to the coalescence 
of tuberculous nodes in the neck with the adjacent skin 
ultimately being necrotic as a manifestation of nature’s 
effort to be rid of the caseous contents. In the bronchi 
there may be multiple points of rupture, not necessarily 
discerned simultaneously. The rupture may be pinpoint 
in size or quite large. In the latter condition, where large 
caseous masses may be extruded, fatal impaction in the 
trachea and larynx may result in asphyxia. One such 
case was reported recently.* 

When the caseous material is extruded in small pieces 
it is usually removed by coughing. Frequently masses 
of such material become lodged in bronchi and if not 
expelled will produce obstructive emphysema, atelec- 
tasis and ultimately bronchiectasis with supervening in- 
fection in the segment or lobe plugged. Granulations and 
tuberculomas may be found adjacent to the site of rup- 
ture. These, of course, add to the obstructive phenomena 
and should be removed. 

The picture of bronchial invasion in childhood tuber- 
culosis differs from that in adults. When the caseous 
portion of the node is expelled healing takes place with 
a minimum of scarring and very little narrowing of the 
bronchus. In adults the ulcerogranulomatous masses of 
tuberculous tissue tend ultimately to surround the entire 
circumference of the lumen of the bronchus involved, 
and when healing occurs the resulting fibrosis produces 
distinct and permanent stenosis. Fortunately, strepto- 
mycin has been found to hasten resolution and lessen the 
stenotic tendency if adequately administered.’ In our 
own experience with rupture of tuberculous nodes in 
children streptomycin is of little benefit in accelerating 
healing or terminating the process. This may be because 
it exerts a favorable effect only on the inflammatory tis- 
sue adjacent to the point of perforation. 

At bronchoscopic examination the effect of bronchial 
compression will be evidenced by widening of the 
carina, narrowing and distortion of the bronchial lumens 
and widening of the spurs between the bronchial orifices. 
Since compression precedes rupture, the former is more 
commonly present. For proper detection and evaluation 
of narrowed bronchi in infants it is our contention that 
bronchoscopic inspection is best made under general 
anesthesia. The uncontrollable motions of the bronchial 
wall that result from coughing and squeezing will other- 
wise be very difficult and confusing for accurate inter- 
pretation. Those who advocate bronchoscopic treat- 
ment in infants and children without anesthesia are 
usually associated with large bronchoscopic clinics. They 
have the advantages of teamwork and well trained per- 
sonnel, which admittedly may compensate for the de- 
ficiences of examination without anesthesia. However, 
we have seen no deleterious aftereffect from administra- 
tion of ether anesthesia to these children. There was no 
clinical or x-ray evidence of spread after bronchoscopic 
treatment and only occasional minor rise in temperature. 
Appreciable subglottic edema has not occurred, as we 
have been very careful to use small bronchoscopic tubes. 
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We have also preferred the proximally lighted broncho- 
scope to the Jackson type instrument mainly because of 
the superior over-all view permitted by the former. 
Study of relationships is very important for adequate 
diagnostic impressions, and the over-all view allowed by 
this instrument is appreciated in the small bronchi of 
infants. It should be noted that strong suction may hasten 
rupture and emptying of the nodes. We have observed 
this sequence with persistent use of suction in bronchi 
that were first seen narrowed by extrinsic pressure and 
later yielded caseous material. There has been relatively 
little bleeding after aspiration of the necrotic masses, and 
it has not seemed a hazardous procedure. 

Permanent atelectasis with or without bronchiectasis * 
has been demonstrated in several series of cases studied. 
The “middle lobe syndrome” '’ has been amply proved 
as related to healed primary tuberculous infection in the 
majority of cases. Broncholiths,*4 the calcified masses of 
healed tuberculous lymph nodes, with the constant 
attendance of hemoptysis are but another proof of the 
importance of the healed primary infection and its com- 
plications. Obstructive emphysema of varying extent 
may be just as significant a eat teatanying process as 
severe pulmonary suppuration. 

Regarding its value in treatment, it is our feeling that 
repeated treatment with the bronchoscope may prevent 
or mitigate such late complications. While it is true that 
many children seem to get well without therapy, the 
incidence of late complications has not been adequately 
checked. In any case, where there is even slight evi- 
dence of segmental, lobar or massive lung involvement 
bronchoscopic treatment should be done as a diagnostic 
procedure. The pattern may be that of atelectasis or 
emphysema and may vary from one extreme to the other 
in the same patient. Neither x-ray nor clinical evidence 
can differentiate extrinsic pressure from perforation of 
the bronchial wall. Should caseous material be found it 
should be aspirated, and such aspiration should be re- 
peated at frequent intervals. Removal of material im- 
proves the airway and prevents passage into smaller 
bronchi, hence treatment with the bronchoscope be- 
comes an important therapeutic procedure in such cases. 
Streptomycin and paraaminosalicylic acid (PAS) should 
be given, since evidence in adults indicates that it relieves 
edema and that it may effect the course of childhood 
tuberculosis favorably. When simple extrinsic pressure 
of nodes is found treatment should be expectant, and 
bronchoscopic treatment must be repeated at intervals, 
watching for rupture and aspiration should it be nec- 
essary. 

SUMMARY 

1. Bronchial involvement in the pathogenesis of 
parenchymal consolidation and in the course of primary 
tuberculosis in children is an important and frequently 
overlooked factor. 


8. Barbosa, A. G., and Silveira, D. F.: Caseous Tracheo Bronchial 
Adenopathy with Rupture into Trachea: Death Due to Asphyxia Case in 
Infant, Rev. med. e cir. de Sado Paulo 7:337, 1947. 

9. Brewer, L. A., III, and Bogen, E.: Streptomycin in Tuberculous 
Tracheobronchitis, Am. Rev. Tuberc. 56:408, 1947. 

10. Brock, R. C.: Post Tuberculous Broncho-Stenosis and Bronchiectasis 
of the Middle Lobe: Pathology of Tuberculous Lymphadenitis in the Lungs 
and Mediastinum, Thorax 5:8, 1950. 
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2. Not only should bronchoscopic treatment be done 
in patients presenting evidence of wheezing, atelectasis 
or obstructive emphysema but in every patient with 
childhood primary pulmonary tuberculosis whose prog- 
ress is not considered satisfactory. 


3. The relative ease and safety of bronchoscopic 
examination in such patients is stressed, as well as some 
of the complications found in later life that might be 
averted. 


ABSTRACT OF DISCUSSION 


Dr. Mervin C. Myerson, Beverly Hills, Calif.: The paper 
that was read is not exactly the same as the paper that was sub- 
mitted to me. Dr. Laff and his associates stressed the fact that 
there are many more foreign articles than American articles. 
I think it is fair to say that the American physicians are more 
considerate of their children as patients, and, after all, treatment 
with the bronchoscope and the laryngoscope are not playtime 
activities for these youngsters. Despite the fact that Dr. Laff and 
his associates have not had difficulty with ether anesthetic, it is 
my opinion that it is not without danger. These children are en- 
titled to an anesthetic. As long as thiopental sodium (pentothal® 
sodium) is available we should use it. Thiopental sodium can be 
used if as a child is being anesthetized the larynx is under laryn- 
goscopy; then the bronchoscope can be readily passed. There is 
no difficulty whatsoever. The lesions that have been mentioned 
seemed to have been based on the impression gotten from an arti- 
cle written by Rich in which he states that all bronchial lesions 
encountered during bronchoscopic treatment are due to glands 
that either compress the bronchus or penetrate it. The word “rup- 
ture” to designate a pin point opening into the bronchial gland is 
unsatisfactory. I would rather use the word “penetration.” 
Among children one encounters three types of lesions. A great 
preponderance comes under the heading of involved glands. 
These lymph nodes occur in three places: below the carina, or 
inter-bronchial angle, and at the right and left tracheobronchial 
angles. Another effect of prolonged compression from glands 
is malacia, a softening of the bronchial wall so that the carti- 
laginous rings are absorbed, and when bronchoscopy is done 
a horizontal slit is seen. This is especially noted on the left side. 
The other two types are pulmonary lesions and endobronchial 
lesions. These are always secondary to parenchymal lesions. 
Dr. Laff mentions the postmortem changes in these cases. I 
would warn that postmortem changes in the tracheobronchial 
tree in tuberculosis are never indicative of the true condition 
before death. If one treats a patient bronchoscopically 24 hours 
before he dies and later looks at the autopsy specimens he is 
astonished at the extent of pathological change that occurred 
during those 24 hours. There is a tendency on the part of bron- 
choscopists to use the word “edema.” I want to ask Dr. Laff 
what he means when he speaks of “edema.” There are two types 
of edema: edema of passive congestion, pressure on the venous 
return flow, and edema due to the inflammatory process. In the 
long-standing tuberculous lesions one does not get edema unless 
there is an acute pressure or an acute inflammatory process. 


Dr. Paut C. Samson, Oakland, Calif.: Dr. Laff and Dr. Myer- 
son have suggested that bronchial complications frequently 
develop during a primary tuberculous infection in childhood 
and are often overlooked. | am in complete accord with these 
observations. One has but to study the additional reports of 
Jones, Rafferty and Willis, and Kent to gain further insight into 
the problem. It is of great importance to recognize the essential 
pathological condition of so-called “epituberculosis” and to 
realize that in most instances the primary disturbance is bron- 
chial rather than pulmonary. If this concept is accepted it be- 
comes obvious that bronchoscopic treatment is a necessary pro- 
cedure both from the diagnostic standpoint and from the 
therapeutic standpoint. It should be emphasized that signs, symp- 
toms and roentgen findings frequently cannot be correlated, that 
investigation of all three aspects is necessary, and that any suspi- 
cion of impaired bronchial function warrants bronchoscopic ex- 
ploration. The type of bronchial obstruction observed is of con- 
siderable interest. Those with greatest experience report a pre- 
ponderance of patients in whom the bronchial obstruction is due 
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to caseous debris from ruptured peribronchial lymph nodes. 
Granuloulcerative lesions identical with those seen in adult tuber- 
culous tracheobronchitis have been observed, however. In the lat- 
ter group particularly I believe there is every justification for 
short-time but intensive antimicrobial therapy. The value of early 
and, perhaps, repeated bronchoscopic aspirations is emphasized 
by a number of observations to the effect that under these con- 
ditions the pulmonary lesions clear much more promptly. This 
should give the child a chance for a speedier recovery and reduce 
the chances of the development of: (1) progressive tuberculous 
pneumonitis, which is not infrequently fatal, and (2) irreversible 
bronchopulmonary change. In regard to the latter hazard, it is 
interesting to speculate on the possibility of future nontubercu- 
lous disability. Bronchial stenosis certainly develops on occasion, 
as does permanent bronchiectasis. Kent proved the presence of 
bronchiectasis in seven of a total of 10 children whom he exam- 
ined but noted that infected, i. e., symptomatic, bronchiectasis did 
not develop during a short period of observation. It is a known 
fact, however, that symptoms develop in many of these children 
sooner or later. In retrospect, it is probable that a goodly number 
of patients with the so-called “middle lobe syndrome” can blame 
their difficulties on an early epituberculosis with bronchial ob- 
struction. In my experience with 25 patients with isolated right 
middle lobe obstructive pneumonitis, approximately 25 per cent 
showed concomitant bronchial obstruction and peribronchial cal- 
cified lymph nodes. There is the small but appreciable group of 
patients whose symptoms are due to broncholiths. This group re- 
cently has been investigated by both Head and Schmidt. These 
patients would seem to be suffering from a nontuberculous com- 
plication of an earlier acid-fast infection. In children, suggestive 
clinical and/or roentgen .signs of impaired bronchial function 
should make early and frequent bronchoscopic examinations 
mandatory to the end that (1) an unquestioned diagnosis be estab- 
lished; (2) early restoration of a normal parenchyma and bron- 
chus be made more certain, and (3) the later nontuberculous com- 
plications of bronchial stenosis, bronchiectasis and broncholiths 
be minimized. 

Dr. W. L. HowarbD, Detroit: I would like to refer to a series 
of 59 cases of epituberculosis in children hospitalized at the 
William H. Maybury Sanatorium (Detroit Municipal Tubercu- 
losis Sanitorium), Northville, Mich., in which bronchoscopic 
examination was done. Seventy-four per cent of these cases 
showed abnormal findings, the variety of which is shown by the 
following list: bulging of the bronchial wall from extrinsic pres- 
sure, tuberculoma, endobronchial ulceration, mucosal swelling, 
rupture of caseous node through the bronchial wall. We felt also 
that thick secretions must also be listed as a factor in the bron- 
chial obstruction in very small children. We feel that treatment 
with the bronchoscope can be done in all but very small babies 
and recommend that it be used routinely. Review of 32 of these 
children nine years after their hospital treatment showed evidence 
of bronchiectasis in 70 per cent. The question whether to use 
streptomycin in treating these patients is important. Our observa- 
tions show that, although the effect of streptomycin on the en- 
larged nodes is very slight, there is a good improvement in the 
resolution rate in the parenchymal portion of the lesion, and we 
feel that the use of streptomycin may be expected to reduce ma- 
terially the incidence of bronchiectasis in these cases. In addition, 
it was noted that although the tendency to spread is very great no 
spreads were observed in the treated children. We are not yet cer- 
tain that streptomycin will actually prevent the development of 
bronchiectasis but hope that a further period of observation will 
show this to be true. 


Dr. HERMAN I. LaFr, Denver: My enthusiasm for this subject 
stems from the fact that I diagnosed my first case only 18 months 
ago, although I have been doing a good many bronchoscopic 
examinations on tuberculous patients during the past 20 years. 
I have found evidences of nodes invading and perforating the 
bronchi of tuberculous adults not infrequently. The predomi- 
nance of this type in children, however, has always been stressed 
in the literature. I am willing to attribute my own failure to have 
previously encountered such a case in a child in part to faulty 
bronchoscopic interpretation. It has been intriguing to my col- 
leagues and myself, after my first experience, that in such a short 
period we have been able to diagnose 15 cases and in eight of 
these to have found caseous masses containing tubercle bacilli 
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penetrating a bronchus. Dr. Myerson mentioned the greater re- 
luctance of bronchoscopists in the United States to subject chil- 
dren to bronchoscopic examinations. That may be so, but I feel 
that a child manifesting signs of possible foreign-body aspiration, 
such as wheezing—as some tuberculous children do—or x-ray 
evidence of atelectasis or emphysema is entitled to treatment both 
from diagnostic and therapeutic standpoints. Regarding the ques- 
tion of thiopental sodium anesthesia, anesthetists with whom I 
associate feel it is contraindicated in children. In our hands ether 
has proved to be a safe anesthetic in these cases. I agree regarding 
the preponderance of bronchial ulcerations found at postmortem 
as compared with those seen bronchoscopically during life. This 
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is particularly true of the adult type. We, fortunately, have had 
no fatalities in our children to permit comparison. As to the ques- 
tion of other types of edema not directly associated with tuber- 
culous invasion that may be found in bronchi of tuberculous indi- 
viduals, I, too, have seen these in adults having received artificial 
pneumothorax, etc. However, since these children had not had 
collapse therapy this question did not arise. A child’s bronchus 
that has been encroached on by tuberculous nodes presents the 
picture of a lumen that has been narrowed by external compres- 
sion. When the nodes have penetrated the bronchial wall the 
caseating material and the adjacent ulcerogranulomatous masses 
are unmistakable. 


HYPERTROPHIC OSTEOARTHROPATHY IN CARCINOMA OF THE LUNG 


John D. Pattison Jr., M.D., Toledo, O., Erwin Beck, M.D. 


William B. Miller, M.D., Pittsburgh 


Hypertrophic pulmonary osteoarthropathy, or hyper- 
trophic osteoarthropathy, received its name from Pierre 
Marie in 1890, but was first described by Eugen Bam- 
berger in 1889. As defined by Marie in 1890, it is a 
“symmetrical osteitis of the four limbs, chiefly localized 
to the phalanges and terminal epiphyses of the long bones 
of the forearm and leg, sometimes extending to the roots 
of the limb and flat bones, and accompanied by a dorsal 
kyphosis and some affection of the joints.” This defini- 
tion clearly differentiates hypertrophic osteoarthropathy 
from simple clubbing of the fingers and toes. Clubbing 
is a proliferative change of the soft tissues about the 
terminal phalanges with no constant osseous changes. 
It is believed by some ' to be the early stage of hyper- 
trophic osteoarthropathy. 

Hypertrophic osteoarthropathy, with rare exception,” 
is secondary to an acute or chronic affection of the vis- 
cera. It is occasionally associated with conditions outside 
of the thoracic or abdominal cavities. It has been re- 
ported following subtotal thyroidectomy,’ in carcinoma 
of the nasopharynx,* in carcinoma of the thymus,°* in 
benign tumors of the chest wall including fibromas and 
lipomas * and in myelogenous leukemia.’ The visceral 
lesion is usually pulmonary, comprising bronchiectasis, 
abscess, empyema, tuberculosis, pneumonia,“ or neo- 
plasm, but may be cardiac, hepatic, or gastrointestinal, 
such as congenital heart disease with cyanosis, subacute 
bacterial endocarditis, biliary cirrhosis,’ colitis,’ rectal 
strictures, chronic pyloric obstruction, and sprue.’ 

It is the purpose of this paper to emphasize the occur- 
rence of hypertrophic osteoarthropathy in neoplastic 
disease of the chest, particularly bronchogenic carci- 
noma, in which it may produce the earliest symptoms, 
which are numerous. They most commonly consist of 
aching pains and tenderness in the joints and along the 
shafts of the long bones, transient increase in joint fluid 
usually not associated with local inflammatory signs, 
muscular weakness, edema and hypertrophy of the 
subcutaneous tissues of the extremities, burning sensa- 
tions and increased sweating of the hands and feet, 
gynecomastia, and other evidence of endocrine im- 
balance. Because of the similarity of most of the above 
symptoms to those of rheumatic disease, many cases of 
bronchogenic carcinoma have been treated for many 


months as rheumatoid arthritis before a chest x-ray 
revealed the underlying pathology. The one important 
feature of this condition in its relation to pulmonary 
neoplasm is that it usually precedes the pulmonary symp- 
toms by a period of time sufficient to allow successful 
surgical removal of the malignant lesion. This is in rather 
marked contrast with chronic suppurative conditions of 
the chest in which the diagnosis is made long before the 
appearance of hypertrophic osteoarthropathy. In the 
past, this condition has been associated more commonly 
with suppurative than with neoplastic disease of the 
chest. It is important for us to appreciate its not infre- 
quent occurrence in carcinoma of the lung as a clue to 
earlier diagnosis. 

Brooks '' reviewed 57 cases of hypertrophic osteo- 
arthropathy reported up to 1913; of these, six had pri- 
mary pulmonary neoplasm, seven had malignant medi- 
astinal tumors and one had no known primary lesion. 
In 1915 Locke,’ in his review of 139 previously reported 
cases and five of his own, found bony changes associated 
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with pulmonary or mediastinal malignancy in nine, one 
having had symptoms of hypertrophic osteoarthropathy 
for five years before a primary lung neoplasm was found. 
Craig '* reported four cases of bronchogenic carcinoma 
with emphasis on the fact that in each case the earliest 
symptoms were due to hypertrophic osteoarthropathy; 
three had been diagnosed as rheumatoid arthritis and 
One was diagnosed as acromegaly. In all four cases, bone 
symptoms preceded the pulmonary symptoms from eight 
to 11 months. In a recently reported case '* of adeno- 
carcinoma of the lung, clubbing and bone symptoms 
appeared one and one-half years before chest symptoms. 
A feature of this case was gynecomastia, which was also 
present in one of our cases and one of Fried’s.'* Dun- 
can,'® Ayre '* and Poppe '' have all stressed the signifi- 
cance of clubbed fingers, and especially of osteoarthropa- 
thy, as a valuable early sign in pulmonary neoplasm. 

In the widely varied diseases that have been found to 
produce hypertrophic osteoarthropathy, no common de- 
nominator is evident as a basis for its pathogenesis. The 


Fig. 1 (case 1).—Homogeneous density in right upper lobe proved by 
aspiration biopsy to be caused by bronchogenic carcinoma, which could 
not be classified. 


similarity to acromegaly has long been noted, and, be- 
cause of the spadelike enlargement of the hands and feet, 
this is a frequent early misdiagnosis. Fried '* described 
four cases of bronchogenic carcinoma with severe osteo- 
arthropathy, which strongly suggested pituitary dysfunc- 
tion as an important contributing factor; at necropsy, 
three had definite hyperplasia of the eosinophilic cells of 
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the anterior lobe of the pituitary. In our second case, 
there were acromegalic changes, but careful histological 
examination of the pituitary showed only a miniature 
basophilic adenoma. 

Mauer’s '* speculations as to the pathogenesis of club- 
bing and secondary osteoarthropathy, based upon ac- 
tually observed phenomena, suggest many possible con- 
tributing factors. In all of the diseases that may cause 
secondary soft tissue and bony changes, there is usually 
an elevated erythrocyte sedimentation rate, which re- 
sults from an increased blood fibrinogen and globulin 
content and leads to increased rouleaux formation, re- 
duced surface area of the erythrocytes, and impaired 
oxygen release to the tissues. Charr and Swenson '* have 
demonstrated by infrared photographs of living persons 
and post-mortem arteriograms that the local vascular bed 
is increased and widened in cases of clubbing. This 
means that there is an increased peripheral blood flow. 
The increased peripheral blood flow plus the reluctance 
of the erythrocytes to release their oxygen leads to arte- 
riolar anoxia, low-tissue oxygen tension, and clubbing. 

The gross pathology of bones in hypertrophic osteo- 
arthropathy consists of irregular, porous, rough accumu- 
lations of newly formed periosteal bone, which is usually 
thickest in the region of the peripheral epiphysis and is 
more pronounced at the lines and points of musculo- 
tendinous insertions. Microscopically, the periosteum 
may be thickened and may contain increased accumu- 
lations of lymphocytes and round cells. There may also 
be small hemorrhagic areas and areas of edema and vaso- 
dilatation not unlike those seen in local osteophyte for- 
mation. The cortex of the old bone becomes eroded, and 
occasionally bone metastases from malignant pulmonary 
neoplasms will be seen in the bones affected by hyper- 
trophic osteoarthropathy. The marrow of both the new- 
formed periosteal bone and of the old bone is richer and 
more vascular in the areas of active periosteal prolifera- 
tion and fattier in the inactive areas. The synovial mem- 
branes may present fibroid degeneration, subsynovial 
congestion and collections of lymphocytes and leuko- 
cytes with eventual proliferation of granulation tissue 
and pannus formation. Pannus pressure may cause de- 
generation of the cartilage.'® 

Although the soft tissue and bony changes that consti- 
tute this clinical entity are usually so marked and show 
such definite pathological changes, they are reversible 
and will disappear entirely if the primary condition is 
cured.*” The symptoms and objective findings may im- 
prove or disappear with dramatic speed once the pri- 
mary lesion has been treated (cases 5 and 6), surgically 
or by x-ray therapy.** 


REPORT OF CASES 


Case 1.—L. L. E., a white man aged 52, first noted pain and 
swelling of his hands and feet eight months before hospital 
admission. His knees, hips, shoulders, elbows, wrists, and fingers 
soon became similarly involved, and three months before admis- 
sion his breasts became hard and painful. His feet and hands 
became progressively larger, and he lost 25 Ib. (11 kg.) in weight 
in spite of a good appetite. There were no significant symptoms 
referable to his chest. On admission his fingers and toes were 
clubbed; the feet, ankles, knees, fingers, hands, and wrists were 
swollen, enlarged, warm, and painful to touch. All joint move- 
ments were painful. A tentative diagnosis of acromegaly was 
suggested. 
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The blood cell count, the results of the serologic study, and 
the blood calcium, phosphorus, and alkaline phosphatase were 
normal. The sedimentation rate was very rapid and the basal 
metabolic rate was plus 23%. A chest film showed a homogenous 
density in the upper third of the right lung field (fig. 1), and 
x-rays of the extremities showed subperiosteal new bone forma- 
tion in the metacarpals, phalanges, femora, tibiae, and fibulae; 
several joints showed irregularity and demineralization suggest- 
ing rheumatoid arthritis; the sella turcica appeared normal. Bi- 
opsy of an axillary node was noncontributory, but an aspiration 
biopsy of the right lung (done at the Veterans Administration 
Hospital, Bronx, N. Y.) showed carcinoma, which could not be 
classified. Roentgen therapy gave temporary palliation, but later 
chest roentgenograms showed progression of the lung lesion with 
rib destruction. The patient died 10 mo. after admission. 


Fig. 2 (case 2).—Reactive periositis (hypertrophic osteoarthropathy) of 
the radius, ulna, and metacarpals in bronchogenic carcinoma. 


Comment.—Symptoms of hypertrophic osteoarthro- 
pathy and clubbing appeared eight months before a pri- 
mary lung carcinoma was found. There was a rapid 
sedimentation rate and gynecomastia, the latter suggest- 
ing endocrine dysfunction. 


CasE 2.—L. J. D., a white man, aged 52, was sent to the 
hospital on April 18, 1947, with a diagnosis of multiple acute 
arthritis. The pain and swelling of his ankles and wrists, of 
three months’ duration, had failed to respond to therapy. There 
were no symptoms referable to his chest and all other symptoms 
were noncontributory except for some weight loss. His hands, 
fingers, and toes were tender and had increased in size, requiring 
him to have his wedding ring enlarged from a size 10 to a size 
13. There was no clubbing of the fingers and his joints were not 
painful on movement. Later increased joint fluid developed 
in both knees. His entire hospital course was febrile with tem- 
peratures ranging from 99 to 103 F. Roentgenograms of the 
extremities showed marked, serrated, irregular, reactive perios- 
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titis of the femora, tibiae, fibulae, ulnae, radii, metacarpals 
(fig. 2), and the lateral portion of both clavicles; the distal phal- 
anges were normal. 

A chest x-ray (fig. 3) showed increased, beaded, linear mark- 
ings extending upward from the left hilus to the apex, suggesting 
an old tuberculous process. The sella turcica was slightly en- 


Fig. 3 (case 2).—Bronchogenic carcinoma (grade III) in left upper lobe, 
the roentgenologic appearance of which suggests tuberculosis rather than 
neopiasm. 


larged in its anteroposterior diameter (15 mm.), but was other- 
wise normal. An admission blood cell count, serologic study, 
and blood calcium, phosphorus, and alkaline phosphatase were 
all normal. The sedimentation rate was 32 mm. in an hour. 


Fig. 4 (case 3).—Bronchogenic carcinoma, left upper lobe. 


Four weeks after admission, three nodes were noted in the left 
supraclavicular area and a biopsy of these nodes showed meta- 
static squamous cell carcinoma, grade III. His general condition 
rapidly became worse, and he died about five weeks after admis- 
sion. 

Necropsy.—The upper lobe of the left lung and its pleural 
surface were studded with tumor nodules. The nodes extending 
from the left main bronchus to the homolateral cervical region 
were enlarged and filled with tumor cells. A secondary branch 
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of the left upper lobe bronchus contained an infiltrating tumor 
mass 1 cm. in diameter. Retroperitoneal nodes were also found 
to contain tumor cells. Histologic diagnosis was bronchogenic 
carcinoma, grade III. A section from the tibia showed the typical 
pathological appearance of hypertrophic osteoarthropathy. The 
pituitary was normal in size but contained a miniature baso- 
philic adenoma, probably of no clinical significance. 


Fig. 5 (case 4).—Bronchogenic adenocarcinoma, left upper lobe. 


Comment.—Symptoms of hypertrophic osteoarthro- 
pathy preceded the chest symptoms by three months, and 
the provisional diagnosis was multiple arthritis. The pa- 
tient had spadelike enlargement of the hands, suggesting 
acromegaly, and an elevated sedimentation rate. The 
Original chest x-ray was not diagnostic of carcinoma; 
clubbing of the fingers was not present; the pituitary was 
not significantly abnormal. 


Case 3.—J. P. A., a white man aged 51, had had a question- 
ably productive cough for three years but was otherwise well 
until three months before admission, when he began to have 
swelling and pain in both legs and ankles. Eight weeks before 
admission he developed blurred vision, severe frontal headaches, 
and disturbed sensorium. He became slightly confused and his 
speech thickened at times. He was admitted to the Veterans 
Administration Hospital, Aspinwall, Pa., with a diagnosis of left 
frontal lobe tumor. 

On admission he had bilateral papilledema with retinal hemor- 
rhages, disturbed sensorium, and abnormal physical findings in 
the apex of the left lung. There was marked clubbing of the 
fingers and toes and tenderness to pressure over the distal ends 
of the tibiae. Blood cell count and blood chemistry values includ- 
ing calcium were normal. The sedimentation rate was 23 mm. in 
one hour. Bronchoscopy failed to visualize a lesion after a roent- 
genogram of the chest (fig. 4) had shown an area of increased 
density extending from the left hilus to the left lateral chest 
wall and suggestive of atelectasis. X-rays of the extremities 
showed faint, periosteal new bone formation involving the 
tibiae, fibulae and radii. A diagnosis of bronchogenic carcinoma 
with cerebral metastasis and hypertrophic osteoarthropathy was 
made. His condition deteriorated rapidly and he died one and a 
half months after admission. 

Necropsy.—The clinical diagnosis was confirmed, and, in addi- 
tion, metastatic lesions were found in the pleura, pericardium, 
kidneys, and regional lymph nodes. 


Comment.—This case showed marked clubbing, but 
minimal periosteal reaction or proliferation. As in the 
previous cases, symptoms of hypertrophic osteoarthro- 
pathy preceded significant pulmonary symptoms. 


J.A.M.A., June 30, 1951 


Case 4.—F. B., a white coal miner, aged 58, was hospitalized 
because of dyspnea of many years duration, which had become 
worse in the previous three months, swelling and aching of 
ankles, hands, and elbows of three months’ duration, and pre- 
cordial pain radiating down the left arm, of five years’ duration. 
Other complaints on admission were a chronic cough for years 
without hemoptysis, but with occasional mucopurulent sputum, 
and a 15 Ib. (6.8 kg.) weight loss in the previous two weeks. 
Physical examination on admission was essentially noncontribu- 
tory except for the extremities, which showed clubbing of the 
fingers and toes, moderate bone tenderness and swelling of the 
hands, elbows, feet and ankles. A chest x-ray (fig. 5) showed a 
well-demarcated area of increased density at the level of the 
second left interspace anteriorly measuring 5.5 cm. in diameter. 
X-rays of the extremities showed periosteal proliferation along 
the radii, ulnae, tibiae and fibulae. Blood cell count and blood 
chemistry, including content of sugar, nonprotein nitrogen, 
cholesterol and uric acid, were normal. The sedimentation rate 
was slightly elevated—23 mm. per hour. Tests on sputum were 
negative for tubercle bacillus. The interpretation of an electro- 
cardiogram was consistent with an anterior myocardial infarct. 
Bronchial secretions were negative by the Papanicolaou method, 
but an aspiration biopsy was positive for undifferentiated car- 
cinoma. High-voltage roentgen therapy was instituted because 
it was felt that the patient was inoperable. Death ensued three 
months after admission. 

Necropsy.—The autopsy revealed bronchogenic adenocarci- 
noma of the left lung with metastatic lesions in the adrenals and 
the pleura. 


Comment.—The symptoms of hypertrophic osteo- 
arthropathy present in this case were somewhat over- 
shadowed by other complaints; nevertheless, they oc- 
curred comparatively early in the course of the disease. 

Case 5.—R. R. S., a white man, aged 48, was admitted to the 
hospital because of swelling and aching of his knees, ankles, 
elbows, and wrists, of eight weeks’ duration, associated with loss 
of appetite, weight, and strength. A local doctor diagnosed his 
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Fig. 6 (case 5).—Peripheral adenocarcinoma of the right upper lobe. 


condition as arthritis. Weakness and pain in the extremities pro- 
gressed to the point where he was forced to quit his job. He had 
profuse night sweats shortly before admission. His only respira- 
tory symptom was a chronic “cigarette cough.” A chest x-ray 
20 mo. prior to admission was negative. On physical exam- 
ination he appeared chronically ill; his knees seemed slightly 
thickened; his ankles showed moderate nonpitting edema; and 
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bone tenderness was present in the distal portions of the tibiae. 
The initial clinical diagnosis was rheumatoid arthritis. 

X-rays of the extremties showed periosteal reaction of the 
distal ends of the femora, tibiae, and fibulae. A chest x-ray 
(fig. 6) showed a well circumscribed, peripheral, homogeneous 
density 5.5 cm. in diameter at the level of the third right anterior 
rib. There was a moderate anemia; the sedimentation rate was 
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Fig. 7 (case 6).—Bronchogenic adenocarcinoma at the base of the right 
upper lobe anteriorly, discovered on routine chest x-ray. 


moderately elevated—28 mm. per hour; blood sugar and nonpro- 
tein nitrogen were normal; the serologic study was negative. 
Clubbing of the fingers and toes was noted. Bronchoscopy 
revealed no abnormality, and bronchial secretions showed no 
malignant cells. Right pneumonectomy was performed, showing 
no evidence of metastatic involvement in the thorax. Within 24 
hr. after the operation, pain and tenderness of the legs had 
already subsided. Death on the fourth postoperative day was 
attributed to shock and pulmonary edema. 

Microscopic examination revealed a peripheral adenocarci- 
noma of the right upper lobe. 


Comment.—This case shows the occurrence of the 
symptoms of hypertrophic osteoarthropathy at least two 
months before a pulmonary neoplasm was found. These 
symptoms responded dramatically to the removal of the 
primary lesion. Another interesting note in this case is 
that this man was refused hospitalization two months 
previous to his admission because it was felt that he had 
rheumatoid arthritis and that hospitalization was not 
urgent. 


Case 6.71—F. W. O., a white man, aged 60, sought medical 
attention because of pain and swelling of his legs. The pain and 
swelling were first noted about two months before he went to 
his family doctor, and they gradually became worse. A complete 
systemic review was noncontributory except for some slight 
exertional dyspnea, which had existed for many months. His 
past medical history consisted of the usual childhood diseases 
and a bleeding peptic ulcer 14 years previously. Positive physical 
findings were confined to the extremities. On both forearms 
there were multiple, small, soft, freely moveable subcutaneous 
nodules, not unlike lipomas. Both feet and ankles were swollen, 
the skin seemed slightly thickened, and there was a three plus 
edema of both legs. The knees later became swollen and ached 
constantly. The peripheral vessels were moderately sclerosed. 

A routine chest roentgenogram (fig. 7) revealed a well-cir- 
cumscribed, homogeneous density occupying the base of the 
righi upper lobe anteriorly. Because of this chest finding, he was 
hospitalized for diagnostic study and observation. The original 
blood cell count showed a moderate anemia. Urinalysis and 
results of serologic examination were noncontributory. The total 
protein value was 5.9 gm. per 100 cc. with an albumin value 
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of 3.94 and a globulin value of 1.96. Gastrointestinal study 
showed a deformed duodenal cap, and x-rays of his extremities 
showed minimal osteoarthritic changes in the ankle, minimal 
calcification of the large vessels of his legs, and periosteal reac- 
tion of the tibiae, fibulae, and femora. Bronchoscopy showed an 
edematous, granular orifice to the right upper !obe bronchus, but 
biopsy and Papanicolaou study of bronchial secretions were 
negative. 

During the two-week period of preoperative study there was 
no essential change in the patient’s complaints, physical findings, 
or the pulmonary lesion. A right pneumonectomy was performed 
and the pathological diagnosis was adenocarcinoma of the lung. 
At the time of surgery no evidence of metastasis could be found. 
Approximately 15 hr. after surgery, all subjective symptoms 
with reference to his extremities had disappeared, the edema 
was much less, and bone tenderness was no longer present. 


Comment.—This was another case of bronchogenic 
carcinoma, in which the symptoms of hypertrophic 
osteoarthropathy preceded any evidence of chest pathol- 
ogy by more than two months and led to the correct 
diagnosis. 

SUMMARY 

Six cases of bronchogenic carcinoma with associated 
hypertrophic osteoarthropathy are reported. In five of 
them the symptoms of hypertrophic osteoarthropathy 
were the first significant symptoms, constituting a valua- 
ble early diagnostic finding in carcinoma of the lung. 

Some aspects of the pathogenesis of hypertrophic 
osteoarthropathy are reviewed. 

The occurrence of hypertrophic osteoarthropathy in 
neoplastic disease of the lungs is emphasized. 


ADDENDUM 


Since acceptance of this paper for publication, two 
additional cases have been observed. The first patient 
was admitted for “active, multiple rheumatoid arthritis” 
of six months’ duration, with no chest symptoms. 
Routine chest roentgenogram showed three well-defined, 
right lower pulmonary densities. Histological proof of 
primary or secondary neoplasm was lacking, and autopsy 
was not permitted. Advanced hypertrophic osteoarth- 
ropathy was present. 

In the second case, no significant symptoms related to 
the hypertrophic osteoarthropathy were present, chest 
symptoms being predominant. Histological proof of pul- 
monary neoplasm was still lacking at the time of pneu- 
monectomy for adenocarcinoma, grade III, although 
hypertrophic osteoarthropathy had been demonstrated 


y five weeks previously. 


21. This was Dr. Monroe Cronstine’s patient (Toledo, Ohio) and was 
seen in consultation by one of us (J D.P.). 


A Single Case Report by Opie.—Of the numerous ways in which 
pathological studies have contributed to the understanding of 
disease, an important one is found in the suggestions for the 
direction of experimental work that have derived from studies of 
human material. An illustration is the impetus of clinical inves- 
tigation that came from a single case report by Opie. This re- 
port described hyalinization of the islands of Langerhans in a 
patient dying of diabetes mellitus and suggested an etiologic ie- 
lation. Although it soon became apparent that the lesion is 
not constantly present in diabetic patients, the paper focused at- 
tention on the role of the islands of Langerhans in diabetes and 
pointed the way to further investigations that have greatly 
increased the available knowledge of the physiology and therapy 
of the disease. O. T. Bailey, M.D., Fifty Years of Medical Prog- 
ress: Medicine as a Science: Pathology, New England Journal 
of Medicine, March 29, 1951. 
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HYPERVITAMINOSIS A 


REPORT OF A CASE IN AN ADULT 


Marion B. Sulzberger, M.D. 


and 


M. Paul Lazar, M.D., New York 


The paucity of published reports of hypervitaminosis 
A indicates the relatively low incidence of this syndrome. 
However, the increasing number of publications about 
the symptom complex since Josephs’ ' article in 1944 
suggests that many cases of clinical hypervitaminosis A 
may have been overlooked in the past. Prompted by new 
findings, leading medical journals on each side of the 
Atlantic Ocean recently have had editorials on the 
subject.’ 

In addition to Josephs’ description, Toomey and 
Morissette,* Rothman and Leon,‘ Fried and Grand,° 
Dickey and Bradley,® Wyatt, Carabello and Fletcher 
and Caffey * have presented additional material concern- 
ing the now well established syndrome of hypervitami- 
nosis A in man. Furthermore, experiments on laboratory 
animals given large doses of vitamin A have not only 
helped to delineate the clinical signs but, of greater im- 
portance, have provided material for the study of physio- 
logical, chemical and histological changes induced by 
overdosage with this generally comparatively innocuous 
substance.® 

As far as we have been able to ascertain, at the time 
of this publication all the cases presented (eight reported 
in full and casual reference to eight others) have occurred 
in young children. Our patient was an adult whose 
physiological, chemical and general body economy would 
obviously differ from that of a child or infant. As de- 
scribed below, despite this distinct age differential, the 
general syndrome in our patient was basically similar to 
that previously reported in infants and children. 


REPORT OF CASE 
Mrs. N. R., a 44 year old white woman,'® was first seen by us 
on May 25, 1950. While she consulted us chiefly because of 
excessive loss of hair, it developed that during the preceding six 


From the Department of Dermatology and Syphilology of New York 
University Post-Graduate Medical School (Dr. Sulzberger, Chairman) and 
the Skin and Cancer Unit of University Hospital of the New York Uni- 
versity-Bellevue Medical Center. 

1. Josephs, H. W.: Hypervitaminosis A and Carotenemia, Am. J. Dis. 
Child. 67:33 (Jan.) 1944, 

2. Hypervitaminosis A, editorial, J. A. M. A. 143: 1417 (Aug. 19) 
1950. Vitamin A and the Skeleton, editorial, Brit. M. J. 2: 565 (Sept. 2) 
1950. 

3. Toomey, J. A., and Morissette, R. A.: Hypervitaminosis A, Am. J. 
Dis. Child. 73: 473 (April) 1947. 

4. Rothman, P. E., and Leon, E. E.: Hypervitaminosis A: Report of 
2 Cases in Infants, Radiology 51: 368 (Sept.) 1948 

5. Fried, C. T., and Grand, M. J. H.: Hypervitaminosis A, Am. J. 
Dis. Child. 79: 475 (March) 1950. 

. Dickey, L. B., and Bradley, E. J.: Hypervitaminosis A: Case Report, 
Stanford M. Bull. @: 345 (May) 1948. 

7. Wyatt, T. C.; Carabello, C. A., and Fletcher, M. E.: Hypervita- 
minosis A: Report of a Case, J. A. M. A. 144: 304 (Sept. 23) 1950. 

8. Caffey, J.: Poisoning Due to Excess Vitamin A.: Its Relation to 
Infantile (Cortical) Hyperostosis, Am. J. Dis. Child. 79: 404 (Feb.) 
1 


950. 

9. (a) Maddock, C. L.; Wolbach, S. B., and Maddock, S.: Hyper- 
vitaminosis A in the Dog, J. Nutrition 39: 117 (Sept.) 1949. (b) Maddock, 
C. L.; Wolbach, S. B., and Jensen, D.: Hypoprothrombinemia with Hem- 
orrhage as a Cause of Death in the Rat in Hypervitaminosis A, Federa- 
tion Proc. 7:275 (March) 1948. (c) Fell, H. B., and Mellanby, E.: Effects 
of Hypervitaminosis A on Foetal Mouse Bones Cultivated in Vitro, Brit. 
M. J. 2: 535 (Sept. 2) 1950. (d) Moore, T., and Wang, Y. L.: Hyper- 
vitaminosis A, Biochem. J. 39: 222, 1945. 

10. Dr. Jacob Cohen of Brooklyn referred the patient to us. 


months the patient had been experiencing various difficulties, 
which included the following: (1) For five months prior to our 
seeing the patient, her menstrual cycle, though regular, was three 
days shorter than previously. The flow lasted five days instead 
of eight and was less than usual. A thorough examination by 
her gynecologist revealed no abnormalities. (2) Generalized joint 
and bone pains, migratory in nature, were first present in March 
1950. These were treated by thiamine and penicillin injections 
with equivocal results. The severity of the pains fluctuated a 
great deal so that at times they would disappear spontaneously; 
though the discomfort was great, at no time was it necessary 
for ordinary household duties to be put aside. (3) Examinations 
performed because of the pains led to the discovery and extrac- 
tion of two infected teeth. These extractions, performed in March 
1950, did not check the joint and bone pains. (4) Soreness and 
fissuring appeared in January 1950 at the corners of the mouth 
and the nasal apertures. These also were treated with a series of 
thiamine injections; there was no apparent improvement. (5) Skin 
changes which dominated the complaints included generalized 
pruritus, a dry, rough skin with a widespread branny desquama- 
tion and excessive loss of hair beginning in the last two months 
with thinning of scalp hair and loss of the eyebrows, eyelashes, 
axillary and pubic hairs and lanugo hairs. (6) She experienced 
night sweats during the last six months. (7) According to the 
patient, her eyes were more prominent than they had been previ- 
ously. 


Family History —The patient’s family history was noncon- 
tributory. There was no history of skin disease, abnormalities of 
hair or nails, atopy or other familial disease. 

Personal History —At age 6, the patient had an “eczema” 
between her fingers. In 1941 an amputation of the cervix was 
done, and in 1947 the patient had virus pneumonia. Otherwise, 
the patient has always been a generally healthy person. 

Physical Examination.—Abnormal findings included tender- 
ness over various long bones, the spine and the large joints which 
could be elicited by deep pressure. A slight bilateral exoph- 
thalmos was observed which the patient stated had been present 
for several months; but one must view this observation as being 
of doubtful significance, for we had not seen the patient prior 
to the onset of the syndrome. All the other abnormal findings 
were limited to the skin and its appendages. 

The skin was generally warm and dry. The hairs of the scalp, 
axillary and pubic areas were coarse, brittle, dry and easily 
pulled from their moorings. Those comprising the eyebrows and 
eyelashes were almost entirely gone, and no lanugo hairs could 
be found anywhere on the body. The scalp hair present was 
difficult to manage and appeared unkempt. A chloasma-like or 
Riehl’s melanosis-like pigmentation was present on each side of 
the face and neck. A pruritic, excoriated, superficial and finely 
scaling dermatosis was present over the upper back and all the 
extremities. Distinct, elevated, minute follicular papules and 
follicular hyperkeratoses were evident on the extremities and, in 
particular, on the thighs and lateral surfaces of the arms. Slight 
scaliness and superficial fissuring were present at the nasal aper- 
tures and corners of the mouth. Papular acneform and milia-like 
lesions were present on the face, particularly on the forehead. 
The finger nails were soft and brittle, and onychorrhexis was 
present. 

Further questioning at this time revealed that the patient had 
been taking about 600,000 units of vitamin A daily during the 
18 month period prior to our seeing her. This self medication was 
inspired by a radio “nutrition commentator” who suggested that 
vitamin A was good for “alleviating dry throats and as a prophy- 
lactic for colds.” Our patient grasped this cue and, in her zeal, 
established a daily 600,000 unit dose (supplemented by doses of 
1,000,000 units to 2,000,000 units on special occasions, e. g., 
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suspicion of oncoming colds or dry throat). The vitamin prepara- 


tion employed was supplied in 50,000 unit capsules by a large _ 


local pharmacy and contained no vitamin D. The patient's 
husband somehow began to suspect that this vitamin might be 
harmful, and the medication was stopped voluntarily on May 
20, 1950, five days before we saw the patient for the first time. 


Several urinalyses gave results which were normal in every 
respect, including that for calcium excretion. Basal metabolic 


Fig. 1.—Photograph taken June 1, 1950. Note sparseness of scalp hair 
and unkempt appearance. The scalp may be seen easily through the hair. 
(Vitamin A self medication started about Dec. 1, 1948 and stopped on 
May 20, 1950.) 


rates determined on two occasions one week before we saw the 
patient were + 7 and 0; two determined six years ago were — 9 
and — 4. Roentgenograms of several long bones and joints were 
made June 1, 1950 and showed only normal features. Those 
areas tender on deep pressure were selected for radiography. A 
scout film of the abdomen revealed no abnormalities such as 
renal calculi or metastatic calcification. 

Therapy and Course.—The only therapy advised was that of 
continued avoidance of the supplementary vitamin A intake, the 
patient having ceased to take the vitamin five days before seeing 
us. Those foods containing large amounts of vitamin A were 
restricted as much as possible. Though vowing to cooperate, the 
patient was reluctant to believe that anything as beneficial as a 
vitamin could actually have caused such difficulties. 


Fig. 2.—Photograph taken June 1, 1950. Note loss of eyebrows and 
eyelashes. Small milia-like lesions may be seen just above the glabella. 
Chloasma-like pigmentation is apparent on the lateral aspects of the fore- 
head. 


Within 10 days after the patient stopped taking the vitamin 
A, the joint and bone pains disappeared, as did the pruritus and 
superficial branny desquamation of the skin. The patient now 
was convinced of the role of the vitamin in the syndrome. The 
follicular hyperkeratoses on the extremities and fissuring at the 
corners of the mouth and nose were gone several days later. 
Because of the rapidity of involution of these particular lesions, 
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we unfortunately missed the opportunity of getting photographs 
of them. However, the following photographs, taken on June 1, 
1950 (figs. 1, 2 and 3), give various views of the remainder of 
the syndrome, as evidenced by the pigmentary, hair and skin 
abnormalities seen on the head; and the photographs, taken on 
Sept. 26, 1950 (figs. 4, 5 and 6), show the evolution of these 
changes during the approximately four month abstinence from 
vitamin A medication. 

As the latter half of June approached (four weeks after the 
cessation of additional vitamin A consumption), new, fine and 
coarse hairs began to appear in all areas where previously they 
had been lost. However, the finger nails continued to become 
worse, and it was only at the end of July (10 weeks after the 
vitamin A capsules had been discarded) that they began to show 
a tendency to revert toward normal. Though the dystrophy and 
recovery of the nails did lag behind that of the other epidermal 
appendages, when seen in September (about four months after 
the original visit) the patient was normal except for the shortness 
of the hair and the residual chloasma-like pigmentation (figs. 4, 
5 and 6). 


Fig. 3.—Photograph taken June 1, 1950. Chloasma-like pigmentation is 
easily seen, as is the lack of eyebrows, eyelashes and facial hair. Milia-like 
lesions are present on the cheek. 


The night sweats disappeared, and sweating was reported to 
be normal throughout the summer. 

The hair gradually became more manageable, and its fall 
became minimal by mid July. The menstrual cycle returned to 
what it had been one year previously and to the normal intervals 
which had always existed prior to that time. Little or no change 
occurred in the slight exophthalmos. At no time did the patient 
experience difficulty with her eyesight, though she did claim that 
her eyelids had a “granular feeling” shortly before she came to 
the office. 

COMMENT 


Although the picture of hypervitaminosis A is not yet 
generally well known to clinicians, there are sufficient 
reports and experimental data for one to consider it a 
well established and characteristic syndrome. Its inclu- 
sion for the first time in standard American medical text- 
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books " will doubtless lead to a more general recognition 
of this symptom complex by the practitioner. 

As far as we have been able to discover, up to the 
present all articles on the undesirable effects of excessive 
amounts of vitamin A have dealt with the syndrome as 
occurring in very young children and laboratory animals. 
To the best of our knowledge the present report is the 
first to record observations of hypervitaminosis A in the 
adult human being. The findings closely follow the pat- 
tern already established in children and experimental 
animals, but several deviations from and additions to the 
accepted syndrome were present in this case. 

Menses.—As all the previously reported cases oc- 
curred in infants, the menstrual changes in our patient 
automatically introduce another and new aspect of pro- 
longed vitamin A overdosage. One cannot rule out the 
possibility that the menstrual changes in our patient may 
have been a spontaneous or physiological alteration since 
the patient was in the age group of those often under- 
going menopausal changes. Nevertheless, the onset of 
the menstrual disturbances at the time of the other dis- 
turbances and the reversion to normal menses when the 


Fig. 4.—Photograph taken Sept. 26, 1950. Note regrowth and orderly 
appearance of the scalp hair. Short hairs extend over the upper part of 
the forehead. Note the return of the facial, eyelash and eyebrow hair. 


vitamin A medication was stopped speak strongly in 
favor of the assumption that the alterations in menstrua- 
tion were actually a part of the hypervitaminosis A 
syndrome. If this assumption is correct, then either endo- 
crine imbalance or disturbances in bleeding or coagu- 
lation might, one or both, underlie the menstrual aber- 
rations; the few studies done on our patient shed no 
light on the cause of the menstrual changes. 

In this connection it is noteworthy that in other cases of 
hypervitaminosis A, hypoprothrombinemia, correctable 
by vitamin K administration, has been shown to be the 
basis for hemorrhages (for example, such as that which 
followed tonsillectomy in Josephs’ patient'). Severe 
hemorrhage and even death have occurred spontane- 
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ously and after minor trauma in animals with hyper- 
vitaminosis.'* Therefore, in any suspected or proved case 
of hypervitaminosis A, caution should be exercised in 
regard to interferences that might cause bleeding. Even 
minor surgical procedures may precipitate severe hemor- 
rhage—though this fortunately did not occur after dental 
extractions in our patient. 


Fig. 5.—Photograph taken Sept. 26, 1950. Note excellent hair regrowth 
in eyebrow and eyelash areas, as well as on the face. Chloasma-like pig- 
mentation may still be seen on the forehead. Milia-like lesions are gone. 


Although the mechanism of vitamin A hypoprothrom- 
binemia is unknown, it appears possible that the excess 
of vitamin A may perhaps interfere with the synthesis 


Fig. 6.—Photograph taken Sept. 26, 1950. Note extensive hair growth on 
the face and regrowth in the eyebrow and eyelash areas. The chloasma-like 
pigmentation, though lighter, is still visible. Milia-like lesions on the cheek 
are gone. 


of vitamin K by the intestinal flora, or it may disturb 
absorption or increase the need for vitamin K, or it may 
destroy or inactivate vitamin K in the liver or elsewhere 
in the body. 
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The fractures observed in the animal with vitamin A 
toxicosis are not prevented by vitamin K which, how- 
ever, corrects the ever present hypoprothrombinemia. 
These two manifestations may also be isolated from one 
another by the administration of bishydroxycoumarin 
(dicumarol*) which causes hemorrhage but not frac- 
tures.'* 

Pigmentation.—Not heretofore described as a com- 
ponent of this syndrome was the chloasma or Riehl’s 
melanosis-like pigmentation present in our patient. 
Again, one could speculate about the appearance of this 
pigmentation being a coincidence instead of a result of 
the excessive vitamin A intake. Yet its concomitant ap- 
pearance with the other well established signs and symp- 
toms and its fading on withdrawal of the vitamin A 
(though during this three month period the patient was 
exposed regularly to the summer sun) lead us to incline 
to the opinion that this is a newly observed component 
of hypervitaminosis A. Our meager understanding of the 
basic physiological mechanisms underlying the appear- 
ance of chloasma or Riehl’s melanosis makes it impossi- 
ble for us to explain this phenomenon. 

Skeletal System.—Apparently the mature structure of 
bone is not so labile as a child’s in its response to outside 
influences. This could well explain why the roentgeno- 
logic features regularly and characteristically found in 
chiidren were missing in our adult case. Wolbach and 
others make the following statement in connection with 
their extensive studies in laboratory animals: “It should 
be kept in mind that the results on bone of excessive 
vitamin A administration are exhibited only in the grow- 
ing animal and only in regions undergoing growth.” ** 
Moore and Wang noted the same findings and wrote: “In 
adult rats, the bones are probably more resistant to frac- 
tures, since we detected no breakages in our older ani- 
mals.” 

Itching.—Generalized pruritus is another feature 
which has been a constant component of the syndrome. 
Infants and animals fed excessive doses of vitamin A 
have regularly shown the presence of itching. General- 
ized moderately severe itching was also a prominent 
symptom in our patient. The questions of the origin and 
mechanism of this pruritus are still unsolved. 

Is the pruritus due to primary epidermal changes? 
Could the threshold be lowered locally by the faulty 
keratinization and dryness of the skin? This would be 
the simplest and, therefore, the first hypothesis for in- 
vestigation. However, hypervitaminosis A produces 
many other complex systemic and internal changes 
which can lead to itching. These include alterations in 
the delicate balance and interplay between the liver and 
the nervous, cardiovascular and endocrine systems; local 
and general alterations in physical and chemical balance, 
as exemplified by the ratio of anions, cations and col- 
loidal particles; changes in pH and surface tension, dis- 
turbances in enzyme systems—all or any of these may 
directly or indirectly influence both peripheral and cen- 
tral prurigenic irritability. All these factors must, there- 
fore, be considered in the further study of this complex 
problem. 


Keratin Structures.—To dermatologists and to all 
other students of this syndrome, extraordinary interest 
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must attach to the changes found in the horny structures, 
the hair, finger nails and horny layers of the skin. In our 
case also, all these structures were disturbed by the in- 
ordinate consumption of vitamin A and in a manner 
remarkably reminiscent of hypovitaminosis A.'* Previ- 
ous reports have referred to these features in hypervita- 
minosis A, but no correlation has been made with nor- 
mal morphologic changes in the epidermis and its 
appendages or with known physiological functions of 
the skin. 


Eye Symptoms.—For the sake of completeness, it 
must be mentioned that exophthalmos, though in our 
case of questionable connection with the hypervitamino- 
sis, has been a feature seen by several investigators in 
laboratory animals receiving high doses of vitamin A." 
(Also excess vitamin A has been said to have no effect 
on dark adaption.’*) 


Results of Blood Studies * 


May18 May26 Junel Junels Sept. 26 
Red blood 4,200,000 oa 
White blood cells............ 13,000 7,400 
Hemoglobin, os 14 
Polymorphonuclear leuko- 


Lymphocytes, 21 24 
Monocytes, ll ll 
Total calcium is 9.2 
Inorganie phosphate t....... ee 3.5 


Alkaline Bodan- 
sky units per 100 e¢....... és 4.0 


Cholesterol 205 205 215 
Cholesterol esters +.......... a 120 or 


Proteins, total, Gm./100 ee. 7 
Globulin, de 
Albumin-Globulin ratio...... 1 


Total carotenoids, units per 


Lipid phosphorus t.......... ee ee 14.2 10.0 


* 


M. Bruger of the fas see eh Hospital of New York University- 
Bellevue Medical Center supervisec chemical examination of b 

specimens, and Drs. Jacob Cohen A Jacob J. Reilly of Brooklyn 
furnished other information about the patient. 


¢t Milligrams per 100 ce. 
Price-Carr method used. 
$ Bloor method used. 


Laboratory Studies.—As in previous investigations in 
infants and laboratory animals with hypervitaminosis A, 
few detectable changes in the blood picture were present 
in Our patient (table). On the other hand, in contrast to 
some of the previous reports, Mrs. N. R. had no abnor- 
malities in alkaline phosphatase and mineral metabolism 
in blood or urine studies done several days after the 
vitamin A ingestion was stopped. The total plasma pro- 
teins, red blood cells and hemoglobin, repeatedly re- 


13. Walker, S. E.; Eylenburg, E., and Moore, T.: The Action of Vitamin 
K in Hypervitaminosis A, Biochem. J. 41: 575-579, 1947. 

14, Frazier, C. N., and Hu, C. K.: Cutaneous Lesions Associated with 
Deficiency in Vitamin A in Man, Arch. Int. Med. 48: 507 (Sept.) 1931. 
Loewenthal, L. J. A.: A New Cutaneous Manifestation in the Syndrome of 
Vitamin A Deficiency, Arch. Dermat. & Syph. 28: 700 (Nov.) 1933. 

15. Josephs.? Collazo, J. A., and Sanchez Rodriguez, J. A.: Hypervita- 
minose A, Klin. Wehnschr. 12: 1732 (Nov. 4) 1933. 

16. Fleisch, A., and Posternak, J.: Héméralopie et Vitamine A. Helvet. 
Physiol. et Pharmacol. Acta 1: 23-31, 1943. 
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ported as below normal in some of the children with 
this syndrome, were normal in this instance. 

Several abnormalities were present in our patient: the 
white blood cells were increased in number (13,000 per 
cubic millimeter) on the initial study and subsequently 
receded to normal figures (7,400 and 6,500), which 
were similar to counts done on the patient over a number 
of years. An increment in monocytes was noted on three 
separate occasions, a decrease being noted on the last 
count. 

As found by all other investigators, the vitamin A level 
was much higher than normal. When the supplementary 
vitamin A intake was stopped, within a four month 
period a definite recession toward accepted normal 
figures occurred. During the period when no supple- 
mental vitamin A was being taken, the total carotenoids 
rose to a figure slightly above normal. Concomitantly, the 
originally elevated total lipids, lipid phosphorous and 
fatty acids fractions reverted toward standard figures. 
It may be worthy of particular note that the cholesterol 
levels remained within the normal range throughout. 

All other blood studies and urinalyses gave normal 
findings in every respect. The fact that no history or no 
evidence of renal disease was elicited indicates the proba- 
ble lack of relation between the mechanisms in our case 
and the interesting observation of Popper and his associ- 
ates '? who found that “hypervitaminosis A judged by 
plasma levels was found in disease of the nephritic type.” 
Apparently, even in the absence of liver damage, the 
destruction of the kidney parenchyma either causes re- 
tention of a protective substance or decreases the pro- 
duction of a substance destructive for vitamin A. There- 
fore, feeding of excessive vitamin A produces a much 
higher vitamin A blood level in persons with nephritis 
than in normals. Whatever the mechanism, it is certain 
that “endogenous hypervitaminemia A” (i. e., without 
apparent excessive intake) does occur and must be kept 
in mind in the presence of isolated reports of blood 
abnormality.'* The history of excessive vitamin A intake, 
variations in the vitamin A tolerance curve, knowledge 
of the patient’s general physical condition and the height 
of the blood vitamin A levels usually permit the ready 
differentiation between endogenous and exogenous hy- 
pervitaminemia A. In our patient, the evidence points 
unequivocally to the exogenous form. 

Other Features of Hypervitaminosis A.—Several as- 
pects of hypervitaminosis A previously described in in- 
fants and children were absent in the present case. These 
additional components were hepatomegaly, splenomeg- 


17. Popper, H.; Steigmann, F., and Dyniewicz, H. A.: Plasma Vitamin 
A Level in Renal Diseases, Am. J. Clin. Path. 15: 272 (July) 1945. 

18. Popper, H., and Steigmann, F.: Endogenous Hypovitaminemia A 
and Hypervitaminemia A, J. A. M. A. 124: 733 (March 11) 1944. 

19. Absorption of Vitamin A, editorial, J. A. M. A. 144: 318 (Sept. 
23) 1950. Weick, G., and Tsao, M.: Comparison of Vitamin A Absorption 
in Normal Children and Children with Cystic Fibrosis of the Pancreas 
Using Oily and Water-Soluble Preparation, Univ. Hosp. Bull., Ann Arbor 
13: 114 (Nov.) 1947. 

20. Butt, H. R.: Fat-Soluble Vitamins A, E and K, J. A. M. A. 143: 
236 (May 20) 1950. 

21. Dublin, W. B., and Hazen, B. M.: Relation of Keratosis Sebor- 
rheica and Keratosis Senilis to Vitamin A Deficiency, Arch. Dermat. & 
Syph. 57: 178 (Feb.) 1948. Hyams, M. N., and Bloom, O. H.: Leucoplakia 
Vulvae, Its Etiology and Results of Treatment with Vitamin A: Pre- 
liminary Report, Am. J. Obst. & Gynec. 53: 214 eg a Straum- 
fjord, J. V.: Vitamin A, Its Effect on Acne: 00 Patients, 
Northwest Med. 42: 219 (Aug.) 1943. 
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aly, hypochromic anemia, depressed serum proteins, 
elevated alkaline phosphatase, clubbing of fingers and 
an abnormal appetite for butter and fish liver oils. It is 
very likely the variations in response of human beings to 
an overdosage of the same vitamin are dependent on 
such factors as the amount, the length of time and how 
often the medication is taken. The different physiological 
and biochemical demands and stresses in each person 
and in each age group, and even in each organ or struc- 
ture within an organ, doubtless play important roles in 
vitamin A metabolism and in the determination of the 
pictures produced by excess or deficiency of intake. 

Many other factors must influence the blood levels 
and the susceptibility of a person to be overwhelmed by 
vitamin A. One of these factors is the form or prepara- 
tion in which the vitamin is taken or administered (in 
food or a supplement); some available preparations are 
oils, others acetates or alcohols, while still others have 
emulsifying agents added.'® The status of the gastro- 
intestinal tract, including its enzymes, flora and physical 
and chemical emulsifying capacity, as well as the status 
of the intestinal wall, and the transport system, includ- 
ing the ability of the chylous fluid and blood to carry the 
vitamin, are other factors. The status of the liver, thy- 
roid, kidney and other internal organs and the interrela- 
tionship between them and vitamin A would also be 
important. Different periods of growth, bodily stress and 
development obviously vary the need for the vitamin. 
The storage areas, primarily the liver, and the ability or 
inability to store or release the vitamin *° should also be 
considered. The form of the vitamin, whether an alcohol 
or not, has a great deal to do with this.'** The destruc- 
tion, excretion and conversion of the vitamin, and the 
states, functions and needs of the organs of response, of 
the “target structures” at the time the vitamin is ex- 
hibited (for example, the state and needs of the indi- 
vidual hair follicle at the moment; the momentary rate 
and form of activity of the sebaceous glands; the qui- 
escence or activity of bone growth) are other influencing 
factors. 

Vitamin A Therapy.—lIt is not the purpose of this 
paper to review all the indications for vitamin A therapy. 
However, large doses, 100,000 to 500,000 international 
units daily, taken for varying or even indefinite periods 
of time, are being advocated for the treatment of many 
conditions.” Of significance in this regard is that the 
advocated therapy sometimes has little clinical or experi- 
mental justification. 

In view of the present widespread use of extremely 
large doses of vitamin A, it is remarkable that scarcely 
a reference has been made to clinical signs of “toxic” 
hypervitaminosis A occurring in patients receiving large 
doses for relatively long periods of time. Fortunately, in 
most patients the zone between adequate prophylactic 
and therapeutic doses and the toxic doses appears to be 
very wide. Nevertheless, the present case again empha- 
sizes that the physician administering large doses of vita- 
min A must be on the lookout for signs and symptoms of 
toxicity and should have regular blood examinations for 
vitamin A levels performed on all patients on high doses 
for periods of more than a few weeks. 


V 146 
1951 


Vol. 146, No. 9 ° 


With the advent of many high potency preparations, 
some with added emulsifying agents (wetting agents), 
the possibility of overdosage with vitamin A is greater and 
increases the need for recognizing the syndrome of hy- 
pervitaminosis A, which until now may often have been 
overlooked. 

Speculations on Vitamin A Toxicosis as Related to 
the Skin.—Nearly all references to hypervitaminosis A 
discuss the blood findings,”* the apparent similarity to 
infantile cortical hyperostosis,** and the interrelation of 
the vitamin metabolism with the liver and hormonal 
glandular system of the body. One of the most striking 
features of our case is the manifest, undeniable and far 
reaching resemblance between the skin changes pre- 
sented by this hypervitaminotic state and those character- 
istic of hypovitaminosis A.'* Even without questioning 
the patient and on mere clinical inspection, experienced 
dermatological observers would immediately and cer- 
tainly consider, first, hypovitaminosis or avitaminosis A, 
and, second, hypothyroidism, as the probable underlying 
cause of this woman’s difficulty. We believe that this as- 
pect of the syndrome of hypervitaminosis A deserves 
further comment. 


Excellent experimental and clinical evidence reveals a 
definite relation between the thyroid and vitamin A. For 
example, the simultaneous administration of vitamin A 
and thyroxin prevents a rise in the basal metabolism.** 
Sadhu and Brody have demonstrated that in rats large 
doses of vitamin A cause a decrease in thyroid size and 
reduce the basal metabolic rate while allowing normal 
growth. It is postulated that the thyrotropic hormone is 
counteracted in some manner by part of the vitamin A, 
as is the action of the injected thyroxin on end organs 
and enzyme systems.*° 


Most persons with hypothyroidism have low vitamin 
A levels and high carotenoids. It is presumed that thyroid 
activity is needed for the conversion of carotene to vita- 
min A; thus, it has been shown that when thyriod therapy 
is given to raise the basal metabolic rate and lower the 
cholesterol level, the altered carotene and vitamin A 
values tend to return to normal.”* Low serum levels of 
vitamin A in cretins showed little change when carotene 
was administered orally. Moreover, administration of 
desiccated thyroid stimulates and thiouracil prevents the 
absorption of beta carotene from the intestinal tract of 
rats.*’ Patients with exophthalmic goiter receiving a diet 
high in cod liver oil and low in fat gained weight; the 
basal metabolic rate was also reduced.** Most pertinent 
is the observation of Josephs, who stated, regarding hy- 
pervitaminosis A, “It may look like hypothyroidism due 
to an excess of thyroid antagonist not diminished thy- 
roid gland activity. Relative failure of the thyroid may 
explain the persistence of high lipid levels and hypo- 
thyroid symptoms.” ! 

Much about our patient fitted into the picture of hypo- 
thyroidism as evidenced in the skin and other systems. 
However, it is not by any means clear by just what 
mechanisms the skin changes of either hypovitaminosis 
or hypervitaminosis A are brought about nor the reason 
for their striking resemblances. To just what extent thy- 


HYPERVITAMINOSIS A—SULZBERGER AND LAZAR 793 


roid function plays the role of a common factor is also 
as yet unelucidated. , 


The possibility of therapy with thyroxin was con- 
sidered in our patient but discarded because of conflict- 
ing reports as to its efficacy.*® One group has even stated 
that the symptoms of hypervitaminosis A in laboratory 
animals were enhanced by administration of thyroid.*”* 
Since apparent spontaneous recovery occurs from the 
toxic manifestations of hypervitaminosis A, no active 
therapy was instituted in our case. As was to be expected, 
the result of the cessation of the excessive vitamin A 
intake was a satisfactorily prompt and complete disap- 
pearance of the signs and symptoms. 


SUMMARY 

The observations and course, of a case of hyper- 
vitaminosis A, apparently the first to be reported in an 
adult, are presented. Several possible features of the syn- 
drome not observable in infants or children are described 
in the adult (e. g., menstrual changes, absence of radio- 
logic changes of the bones, chloasma or Riehl’s mela- 
nosis-like pigmentation). The effects and mechanisms of 
excessive vitamin A on various organs and systems and, 
in particular, on the structures of the skin are discussed. 
The resemblances between the changes of hypervita- 
minosis A, hypovitaminosis or avitaminosis A and hypo- 
thyroidism are described, and some thoughts on the 
possible interrelations are submitted. 
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Hippocratic Oath.—The modernisation of the Hippocratic 
Oath by the World Medical Association, known as the Declara- 
tion of Geneva (1948), is known to very few and is worthy of 
note. It runs— 

Now being admitted to the profession of Medicine, I solemnly 
pledge to consecrate my life to the service of humanity. I will 
give respect and gratitude to my deserving teachers. I will prac- 
tice medicine with conscience and dignity. The health and life 
of my patients will be my first consideration. I will hold in con- 
fidence all that my patient confides in me. I will maintain the 
honour and noble traditions of the medical profession. My col- 
leagues will be as my brothers. I will not permit consideration of 
race, religion, nationality, party politics or social standing to 
intervene between my duty and my patient. I will maintain the 
utmost respect of human life from its conception. Even*under 
threat I will not use my knowledge contrary to the laws of 
humanity. These promises I make freely and upon my honour. 
—Robert Richards, M.D., Surgo, February 1951. 
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BOECK’S SARCOID WITH COMPLETE HEART BLOCK MIMICKING 
CAROTID SINUS SYNCOPE 


REPORT OF A CASE 


Samuel Simkins, M.D., Philadelphia 


Sarcoidosis is a disease with myriad facets concerning 
many of which relatively little is known. This is due 
chiefly to the relative benignity of the disease and conse- 
quent lack of autopsy material. Only 66 autopsied cases 
have been recorded in the literature.' Of these, only 15 
cases presented direct cafdiac involvement. Most of the 
cases were asymptomatic insofar as cardiac manifesta- 
tions were concerned. Bernstein and others? in 1929 
published the first report in the English literature of an 
autopsied case with cardiac involvement, their patient 
being a 52-year-old white man with no cardiac symp- 
toms and nodules in the epicardium, as well as invasion 
of the superficial myocardial fibers. In the English litera- 
ture, only 12 other authenticated autopsied cases are 
described.* One of Longcope and Fisher’s cases,*! a 42- 
year-old Negro man with a marked cor pulmonale, 
showed sarcoid lesions throughout the myocardium and 
pericardium plus a large dense scar in the interventricular 
septum that accounted for a long history of auriculo- 
ventricular dissociation. In the non-English literature 
dealing with cardiac involvement in autopsied cases,‘ 
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Associate Attending Physician, Jewish Hospital. 
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Schaumann *” emphasized, in 1914, the fact that sarcoid- 
osis is a generalized disease. In the group of 15 autopsied 
patients with cardiac involvement, note should be taken 
of the predominance of the male sex and the high per- 
centage of Negroes in the American literature. There is 
probably little doubt that many cases previously reported 
as tuberculous in reality represent myocardial sarcoid- 
osis.° More recently the situation has been confused 
even more by the realization that the sarcoid lesion is 
found in many conditions other than sarcoidosis.° 

Salvesen * in 1935 was the first to emphasize the im- 
portance of electrocardiographic changes in sarcoidosis. 
In two of the four cases he reported, there were changing 
abnormalities in cardiac mechanism with repeated bouts 
of paroxysmal tachycardia, transient right bundle branch 
block, and constant tachycardia. Cotter’s *" patient 
showed an electrocardiographic picture changing from 
that of sinus tachycardia, with arborization block and low 
voltage, to that of auricular fibrillation, complete heart 
block, and shifting pacemaker. Varying degrees of cor 
pulmonale are to be expected in many cases of sarcoid- 
Osis in view of the extreme pulmonary involvement com- 
monly found, often with considerable fibrosis.* The 
diagnostic import of tachycardia during afebrile phases 
of the disease as indication of possible cardiac involve- 
ment has been mentioned.” Sudden death, described in 
three cases,'’ has been attributed to the presence of active 
lesions extensively involving the myocardium, together 
with pronounced fibrosis.'* Many cases of cardiac failure, 
even of extreme degree, improve and may even be re- 
stored to full compensation.'' 


REPORT OF A CASE 


V.C., aged 42 at that time, was first examined Feb. 6, 1939, on 
account of fainting spells and attacks of weakness. The first syn- 
copal attack had occurred suddenly in 1932, was diagnosed as a 
“heart attack,” and the patient had been kept in bed for 15 weeks. 
At that time the pulse rate was noted as 30. Subsequently she felt 
well. A second syncopal attack occurred in January, 1938, this 
time accompanied by pain in the left side of the chest anteriorly, 
dyspnea, sweating, and cyanosis. Again the diagnosis of “heart 
attack” was made, and the patient was kept in bed six months. 
She felt fairly well afterward until early in 1939 when she began 
to complain of occasional fleeting substernal “tightness” and in- 
terscapular pain, as well as fatiguability and weakness. In 1936, 
a hysterectomy with unilateral oophorectomy had been per- 
formed on account of uterine fibroids. Recently she had been suf- 
fering from occasional hot flashes, sweats, and chilliness. 

Examination disclosed a middle-aged, stockily built, coopera- 
tive, alert woman of medium height. The pulse rate was 66, and 
the blood pressure was 104/78 mm.Hg. Aside from a loud low- 
pitched murmur localized at the apex, the heart was essen- 
tially normal. Fluoroscopy of the chest revealed nothing of note. 
The electrocardiogram was normal; the fasting blood sugar was 
111 mg. per 100 cc.; the blood count and urinalysis were normal, 
and the result of blood Wassermann test was negative. The meno- 
pausal symptoms yielded promptly to the administration of estro- 
gens. The pulse rate varied between 60 and 76, and the blood 
pressure between 104/66 and 110/74 mm.Hg. 

On Aug. 5, 1941, while on vacation, she fainted. The pulse rate 
was 46. On her return home Aug. 19, 1941, physical examination 
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was essentially as noted in 1939. The left carotid sinus was nor- 
mal. Moderate pressure of a few seconds’ duration over the right 
carotid sinus promptly produced dizziness, pallor, dimness of 
vision, weakness, and a sensation of impending syncope. The 
blood pressure and pulse rate were unaffected. Pressure over 
other portions of the neck, as well as over the carotid arteries 
below the carotid sinuses, produced no symptoms. Repetition 
of right carotid sinus stimulation produced syncope of a few 
second’s duration with symptoms duplicating those of the attack 
she had suffered on her vacation. She was hospitalized Aug. 
24, 1941, to Sept. 10, 1941. The electrocardiogram was normal 
and was essentially unchanged during syncope readily induced by 
right carotid sinus pressure. At no time was the blood pressure 
or pulse affected. Result of the tuberculin skin test was nega- 
tive. An oral glucose tolerance test was normal. Blood sugar 
taken during syncope was 140 mg. per’ 100 cc. The basal met- 
abolic rate was —3%, and the blood cholesterol was 220 mg. 
per 100 cc. Spinal fluid examination was completely normal. 
The patient was discharged with the diagnosis “carotid sinus 
syncope, cerebral type.” 

On Sept. 20, 1941, she complained of extreme fatigue fol- 
lowed within a few hours by distinct drowsiness, sweating, 
ashen hue, swelling in the region of the right parotid gland, 
and finally unconsciousness that lasted for two hours. The pulse 
rate was 54 with occasional extrasystoles. Three similar attacks 
occurred the same day. These attacks were unquestionably much 
severer than those previously suffered and much more prolonged. 
Thereafter the patient improved steadily, except for very mild 
attacks of dizziness accompanied by some dimness of vision, 
and remained thus through 1946. Stimulation of the right 
carotid sinus produced only very mild presyncopal mani- 
festations. 


t 


Fig. 1.—Electrocardiogram taken March 14, 1947, disclosing complete 
auriculoventricular block with a ventricular rate of 44 and auricular rate 
of 110, ventricular extrasystoles, and left bundle branch block. The P 
waves and the S-T interval are normal. The QRS complexes are slurred 


and small, their duration being 0.12 seconds. The T waves are inverted 
in leads 1 and CRs. 


On March 13, 1947, she suddenly developed weakness, 
dyspnea, and dizziness. The pulse rate varied between 30 and 48, 
with occasiona! extrasystoles. At this time pressure over the right 
carotid sinus, with the patient recumbent, produced no effects; 
pressure over the left carotid sinus caused the rapid onset of 
pronounced weakness, dizziness, and pallor. The pulse slowed 
slightly and became very irregular. The blood pressure was un- 
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changed. Physical examination otherwise was normal. At no 
time during the course of the illness did superficial adenopathy 
appear. A nocturnal attack of acute pulmonary edema developed. 
She was hospitalized the next day. An electrocardiogram (fig. 1) 
taken later the same day disclosed complete auriculoventricular 
block with a ventricular rate of 44, ventricular extrasystoles, 
and left bundle branch block. An electrocardiogram (fig. 2) taken 
March 18, 1947, showed a cardiac rate of 79 with minor grade 


Fig. 2.—Electrocardiogram taken March 18, 1947, disclosing minor 
grade auriculoventricular block and intraventricular conduction defect, 
predominantly right bundle branch block. In one of the lead 2 tracings 
during injection of atropine, partial auriculoventricular block of the 
Wenkebach’s period type occurred. The cardiac rate was 79, with regular 
Sinus rhythm. The P waves are normal. The QRS complexes of 0.10 
seconds’ duration are slurred. The duration of the P-R interval was 0.40 
seconds. The S-T interval is depressed in CR;, and T waves are inverted 
in LL-1,. 


auriculoventricular block and right bundle branch block. A bed- 
side caloric test was normal. The fundi were normal. Roentgen- 
ogram of the skull showed hyperostosis frontalis. The blood 
count was normal, as was complete examination of the spinal 
fluid. On March 25, 1947, an electrocardiogram showed essen- 
tially the same picture as on March 14, 1947. Intravenous ad- 
ministration of atropine sulfate (grain 1/75 [.87 mg.]) followed 
by carotid sinus stimulation had no noteworthy effect. Thereafter 
the pulse rate varied in erratic fashion between 44 and 84 per 
minute, grossly irregular in volume and rhythm. On March 26, 
1947, the patient lapsed into a stupor lasting eight hours from 
which she could not be aroused. No abnormal neurological 
signs were present. Several episodes of syncope occurred April 
1, 1947, followed the next day by sudden cyanosis and death. 

Report of Autopsy.—Autopsy permission was limited to a 
small thoracic incision. The pleurae show adhesions over the 
entire right upper lobe. The pericardium, peritoneum, ascend- 
ing aorta, and pulmonary arteries are normal. 

The heart is dilated in all chambers, right more than left. 
Numbers of patches seen beneath the epicardium are white 
in contrast with the yellow fat. The largest, 2 by 1 cm., is seen 
in the outer wall of the left ventricle at the junction of the upper 
and middle thirds and extends about | cm. into the cardiac 
muscle. The patch is slightly firmer than the muscle itself and is 
not encapsulated. Other similar patches of variable size are 
dotted around this one and are also found here and there in 
other parts of the heart. When the ventricles are opened, simi- 
lar patches are seen in both, more in the left than the right. The 
largest patch involves the entire thickness of the septum in the 
region of the auriculoventricular bundle (fig. 3). It is seen on the 
endocardium just below the aortic valve as an irregular thick- 
ening with numerous pinpoint projections on the surface. This 
area extends for 22 cm. below the septal (right posterior) cusp 
and is 4. cm. in width. There are a few vegetation-like lesions on 
the aortic cusp, particularly at the junction of the right posterior 
and anterior cusps, as well as irregular white thickening in all 
the cusps. When the area of the auriculoventricular bundle 
is sectioned, the wall is found replaced by tumor except for a 
few striations, which may be remains of muscle fibers. Away 
from the tumor patches the muscle is congested and in the right 
ventricle is somewhat flabby: right ventricle 0.3 cm., left ven- 
tricle up to 1.5 cm., aortic valve 742 cm., pulmonary valve 8.5 
cm., mitral valve 9.0 cm., tricuspid valve 10 cm. The mitral valve 
is moderately thickened throughout. The tricuspid and pulmo- 
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nary valves appear normal, but there is growth in the papillary 
muscles of both the tricuspid and mitral valves. 

The lungs show one or two nodules the size of a large pin- 
head in both uppcr lobes. The spleen is large and congested. 
The lymph nodes around the trachea and pericardium, and es- 
pecially in the anterior mediastinum, are large and filled with 
pale, soft growth. The kidneys, gastrointestinal tract, liver, gall 
bladder, pancreas, and adrenals are normal. 


Fig. 3.—Photomicrographs of section of auriculoventricular bundle and 
aortic valve taken at area where the aortic valve joins the muscle. Note 
the tubercle-like structures, pronounced fibrosis, and presence of vacu- 
Olated material. (A, « 25; B, x 90.) 


Histological Diagnosis —Examination of the heart revealed 
the following: Tumors ali have the same characteristics. They 
present tubercle-like nodules consisting of concentrically ar- 
ranged endothelioid cells and very numerous giant cells of the 
Langerhans or tuberculous type. The giant cells are often ex- 
tremely large. The nuclei are very numerous. They are crowded, 
sometimes in the center of the cells, sometimes at the periphery. 
The protoplasm of the giant cells often has a granular appear- 
ance and in some cells has an ovoid lining in contrast with the 
usual branching protoplasm. More recently formed tubercles 
show a fibrillary matrix which stains red with the Goldner modi- 
fication of the Masson trichrome stain and may be fibroid. In 
the older tubercles a few collagen fibers are seen. There is no 
caseation. Several sections studied with the Ziehl-Neelsen car- 
bolfuchsin stain are negative for the tuberculosis bacillus. The 
tubercles are sharply outlined and are surrounded by fibrous tis- 
sue. There are seldom any lymphocytes to be seen. In short, 
the tubercles are typical of the structures seen in Boeck’s sar- 
coid. The heart muscle is infiltrated and is in the process of 
being slowly destroyed by these structures (fig. 4). 

The lungs show circumscribed lesions similar to those noted 
in the heart. The liver shows moderate congestion and slight 
edema. In one place under the capsule, there is a characteristic 
sarcoid lesion, and smaller lesions are found in some of the 
portal areas. Several mediastinal lymph nodes were examined 
and showed characteristic lesions of Boeck’s sarcoid. 
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COMMENT 
The case reported here has many puzzling features 


which make it somewhat difficult to fathom, even in_ 


retrospect. There seems to be little question that the first 
attack of syncope in 1932 was on the basis of a hyper- 
active carotid sinus reflex. The bradycardia placed the 
type as predominantly vagal.'» In August, 1941, the pa- 
tient apparently suffered a severe attack of vagal carotid 
sinus syncope. Yet in examination two weeks later, the 
attacks seemed to be typical of “cerebral” carotid sinus 
syncope.'? The diagnostic criteria of cerebral carotid 
sinus syncope '* were fairly completely met; namely, re- 
producibility of the attack by stimulation of the affected 
carotid sinus with no change in the blood pressure or 
pulse, failure to influence the attack by pressure over the 
carotid arteries below the carotid sinuses, and lastly, 
failure to produce an attack by stimulation of any extra- 
carotid sinus areas in the neck or elsewhere in the body.'* 
Infiltration of the region of the sensitive carotid sinus 
with 1% procaine hydrochloride for differentiation of 
hysteroneurosis was not done.'> Neither was electro- 
encephalography performed. What escaped emphasis at 
that time (September, 1941) was the development of 
what was apparently a mild parotitis and an unusually 
prolonged syncope. In retrospect, it is possible that this 
marked the clinical onset of sarcoidosis. The subsequent 
six years’ relatively good health is not uncommon in 
sarcoidosis, as the disease is notoriously slowly progres- 
sive in some areas and simultaneously recessive in other 
areas. 

The terminal phase of the disease developed with the 
onset of weakness, inconstant complete heart block, and 
acute pulmonary edema. The absence of peripheral 
adenopathy during the course of the entire illness is 
noteworthy but not uncommon."* It is of interest that the 
right carotid sinus at this time was relatively insensitive, 
whereas the hitherto normal left carotid sinus now ex- 
hibited sensitivity. The shift in hypersensitivity from one 


Fig. 4.—Photomicrographs of septum and left ventricle. Most of the 
wall is destroyed and replaced by the sarcoid process. Fibrosis is pro- 
nounced. (A, x 25; B, * 90.) 


carotid sinus to the other has been noted on several 
occasions.'? Speculation concerning the possible involve- 
ment of the carotid sinuses in this case by sarcoid lesions, 
with recession of the lesions in the right carotid sinus 
and concomitant involvement of the left carotid sinus, 
is of interest. The association between hypersensitivity of 
the carotid sinuses and coronary artery disease,'* as well 
as the occurrence of anginal symptoms,'’ has received 
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strong emphasis. The development of prolonged stupor 
terminally, with no focal neurological signs, was a 
puzzling clinical feature. Cerebral involvement in sar- 
coidosis has received relatively scant notice.*° Most of 
the cases described had striking neurological aberrations. 
In the present case, possible sarcoid involvement of the 
brain stem is indicated by the lethargy that developed. 
The present case helps to unmask the often stressed 
benignity of sarcoidosis and poses the potentially serious 
prognosis of the relatively common cardiac involve- 
ment. 
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SUMMARY AND CONCLUSIONS 

A case of generalized sarcoidosis with massive involve- 
ment of the myocardium and partial involvement of the 
auriculoventricular bundle is presented. The possible 
linkage of the sarcoidosis in this case with a 15 year his- 
tory of carotid sinus syncope is discussed. Cardiac 
involvement by sarcoidosis is relatively common and 
heightens the gravity of the prognosis. 

515 W. Godfrey Ave. 
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Conditions with Special Reference to Symptoms from the Nervous 
System, Acta med. Scandinav. 91: 53-68, 1937. 


FAMILIAL INCIDENCE OF PRIMARY CARCINOMA OF THE JEJUNUM 


James E. Pridgen, M.D., Charles W. Mayo, M.D. 


Arthur G. Steinberg, Ph.D., Rochester, Minn. 


In reviewing the literature one finds that carcinoma 
of the small intestine forms from 0.029 per cent ' to 6 per 
cent * of the gastrointestinal malignant lesions. After an 
exhaustive survey more than 550 cases of adenocarci- 
noma of the jejunum and ileum were found. However, 
only too rarely are carcinoid tumors segregated from pri- 
mary carcinomas of the small intestine. Primary carci- 
noma of the small intestine exclusive of carcinoids was 
found to constitute about 1 per cent of the gastrointes- 
tinal malignant lesions in recent years at the Mayo 
Clinic.’ Even more unusual than the low incidence of 
this lesion is the occurrence of a familial tendency. Only 
one case of familial incidence was found among the 63 
cases in which carcinoma of jejunum and ileum was 
surgically treated from 1907 through June 1947, at the 
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Pedigree of two brothers having primary carcinoma of the jejunum. Data 
are presented as of June 1949. The white circles indicate the normal mem- 
bers of the family; the black circles, the affected members. 


Mayo Clinic; this series of cases is discussed elsewhere.* 
Foster’s description ° of adrenocarcinoma occurring in 
father and daughter is the only report found in the litera- 
ture of a familial incidence of this lesion in the jejunum 
and ileum. 


The present pedigree (chart) is reported in the hope 
that in time sufficient records may be accumulated to 
permit an analysis of the genetic factors, if any, in the 
etiology of this disease. Only members II-4 and II-6 were 
affected; all the others in the pedigree were reported by 
II-4 to be unaffected. 


REPORT OF CASES 
Case | (II-4 in pedigree, chart).—History—A white farmer, 
aged 53 years, was admitted to the clinic June 12, 1944, com- 
plaining that he felt pain in the left upper quadrant of the 


abdomen when having a bowel movement. For 18 months he had 
noted weakness and shortness of breath. Eight months before 
admission occult blood was found in his stools, and anemia was 
diagnosed. He was given ferrous sulfate orally, and his condition 
temporarily improved. For two months he complained of re- 
current weakness, anorexia and intermittent cramps in the left 
lower quadrant of the abdomen, lasting for one hour after 
meals. He had alternating constipation and diarrhea, passed 
much flatus and had lost 45 pounds (about 20 Kg.) in one and 
a half years. He had received three blood transfusions in the 
six weeks before admission. His past medical history was non- 
contributory. 

On examination the temperature was 98.6 F., the pulse rate 
90, the respiratory rate 20 and the blood pressure 120 mm. of 
mercury systolic and 65 mm. diastolic. He was pale and anemic 
looking and had obviously had recent loss of weight. The other 
essential pathological changes were limited to the abdomen and 
consisted of a mass palpated in the left lower quadrant, visible 
peristalsis and borborygmus. 

Laboratory Report.—The results of roentgenologic studies of 
the chest, stomach and colon were normal. Studies of the small 
bowel revealed carcinoma of the jejunum within 3 feet (about 
91 cm.) of the ligament of Treitz. A plain film of the abdomen 
showed no distention of the small bowel. The concentration of 
hemoglobin was 7.65 Gm. per 100 cc. of blood (15 Gm. equals 
100 per cent). The erythrocyte count was 3,230,000 per cubic 
millimeter, and the leukocyte count was 6,300. The sedimenta- 
tion rate (Westergren) was 53 mm. in one hour. Analysis of 
gastric contents revealed 16 units of free hydrochloric acid and 
20 units of total acid. The results of proctoscopic examination 
were negative. 

Operative Report——On June 24, 1944 the abdomen was 
opened through a primary left upper rectus muscle-retracting 
incision. No distant metastasis was found, and the liver was free 
of involvement. The lesion was found about 3 feet (about 91 cm.) 
below the ligamant of Treitz, almost obstructing the lumen of 
the bowel, and perforated onto the descending colon. This lesion 
was resected en masse, the tumor being removed widely with 
the mesentery, and an end to end jejunojejunostomy was per- 
formed aseptically over a three-bladed clamp. Resection of the 
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descending colon was next accomplished, followed by colocolos- 
tomy, also with use of the three-bladed clamp. 


Pathology Report.—The specimen consisted of 55 cm. of 
jejunum and 15 cm. of attached colon. The lesion was a grade 3 
(Broders *) annular ulcerative perforating infected adenocarci- 
noma of the small intestine, 15 by 5 by 2.5 cm., with peritoneal 
involvement. Nodes had been the site of inflammation. The lesion 
was type B of Dukes’s classification.* The colon was attached to 
the small intestine but not involved directly by the carcinoma. 


Prognosis.—As of June 1950, the patient had no symptoms 
and was doing well. 


Case 2 (II-6 in pedigree, chart)—History—A farmer, aged 
47 years, a brother of the preceding patient, was admitted to 
the clinic April 3, 1945. For five months he had complained of 
vague pains in the right lower quadrant of the abdomen, be- 
coming sharper at certain times. He felt well on arising but had 
the pain in the evening. He had a sensation of fulness most of the 
time with bloating, but no distention or vomiting. He complained 
of early fatigue. Tumor of the cecum was diagnosed elsewhere. 
Two months before admission he had one severe attack of 
cramping pains in the right lower quadrant of the abdomen 
which awakened him from sleep. 

On examination the temperature was 98.6 F., the pulse rate 
was 84 and the blood pressure was 110 mm. of mercury systolic 
and 70 mm. diastolic. The only essential abnormal finding was 
a mass in the left lower quadrant of the abdomen near the 
umbilicus. 


Laboratory Report.—The results of roentgenologic examina- 
tion of the chest, stomach and colon were normal. Studies of 
the small bowel revealed a carcinoma of the lower part of the 
jejunum. The concentration of hemoglobin was 7.8 Gm. per 
100 cc. of blood (15 Gm. equals 100 per cent). The red blood 
cell count was 3,340,000 and white blood cell count was 5,800 
per cubic millimeter. The results of examination of urine were 
normal, as were those of proctoscopic examination. The sedi- 
mentation rate was 29 mm. per hour. 
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Operative Report—On April 14, 1945 the abdomen was 
opened through a primary upper middle right rectus incision. 
There was extensive nodal involvement, but the liver was free of 
metastasis. The lesion was found about 4 feet (about 122 cm.) 
from the ligament of Treitz perforating onto the lower part of 
the sigmoid colon. Resection of about 3 feet (about 91 cm.) of 
midjejunum was performed, and jejunojejunostomy was estab- 
lished over the three-bladed clamp. The involved portion of the 
lower sigmoid was removed en masse with the tumor, and an end 
to end anastomosis was effected with the three-bladed clamp. 

Two courses of x-ray treatment were given subsequently over 
the abdomen. 

Pathology Report—The specimen consisted of 140 cm. of 
jejunum and 15 cm. of attached colon. The lesion was an an- 
nular, ulcerative, perforating, necrotic mucous adenocarcinoma, 
grade 4 (Broders), 8 by 6 by 3 cm. There was extensive peritoneal 
nodal and colonic involvement; the lesion was type C of Dukes’s 
classification. 


Prognosis.—The patient died Feb. 16, 1946. 


COMMENT 


These two cases are reported because of the rarity of 
primary carcinoma of the jejunum and ileum and the 
even greater rarity of a demonstrated familial tendency. 

Of additional interest is the fact that these two cases 
present clinical signs and symptoms of anemia as well as 
chronic intermittent obstruction of the small bowel. 
Roentgenologic studies of the small bowel were accurate 
in both the diagnosis and the location of the lesions. One 
of the brothers is still alive more than six years after the 
time of his operation. 
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DIAGNOSTIC AND THERAPEUTIC NERVE BLOCKS: 


NECESSITY 


FOR ROENTGENOGRAMS 


John W. Pender, M.D. 


David G. Pugh, M.D., Rochester, Minn. 


The use of roentgenograms is necessary in performing 
diagnostic and therapeutic blocks for two reasons: (1) 
for more accurate placement of the needles and (2) as 
an objective record of the position of the needles at the 
time the anesthetic solution was injected. 

Since diagnostic nerve blocks are used to determine 
the pathways of pain impulses, the problems involved 
are different from those encountered when nerves are 
blocked for the purpose of producing anesthesia for 
surgical procedures. When a patient presents himself 
for the relief of pain, his physician attempts to find the 
etiological factor that is causing the pain and to give the 
patient relief by removing the cause. Such an ideal course 
of events cannot always be achieved, sometimes because 
the source of the pain cannot be determined and some- 
times because the diagnosed source of the pain cannot 
be eliminated. In such situations the physician’s next 
recourse is to locate the peripheral nerves over which 
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the impulses are traveling to the central nervous system. 
The peripheral nerves transmitting pain impulses can 
be singled out by individually blocking the nerves that 
supply the involved part and noting the result on the 
pain. The needles must be placed precisely and only 
small amounts of anesthetic solution may be injected, 
in Order to avoid involving by the individual injections 
more nerve trunks than intended. The usefulness of the 
entire procedure may depend upon the selectivity with 
which separate nerves can be blocked. More accuracy 
and precision are therefore necessary in the placement 
of the needles for diagnostic nerve blocks than for nerve 
blocks for surgical anesthesia. In producing surgical 
anesthesia more needles may be used and larger volumes 
of anesthetic solution injected as indicated until the 
desired result is obtained. The knowledge as to which 
individual nerves have been interrupted is not necessary 
for the success of nerve blocks for surgical procedures 
but is the basis of the entire procedure of diagnostic 
nerve blocks. 

Once the tip of the needle has disappeared from sight 
beneath the skin, its position can be determined only by 
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(1) the relationship of the visible part of the needle to 
surface landmarks and (2) the palpation of deeper bony 
landmarks by means of the needle. While adequate in 
most instances for producing surgical anesthesia, such 
gross information about the position of the tip of the 
needle has not been accurate enough for many diagnostic 


Fig. 1.—Placement of needle for diagnostic block of the lumbar sympa- 
thetic trunk. In the anteroposterior view, a, the position of the needle 
appeared satisfactory, but in the lateral view, 5, the tip of the needle was 
seen to be too far anterior. The needle was partially withdrawn and in the 
lateral view, c, was seen to be in good position. 


blocks, even when performed by skilled anesthesiologists 
with many years of experience with local anesthesia. The 
use of roentgenograms enables even the less experienced 
physician to determine accurately the position of the tips 
of the needles and eventually to place them in the correct 
anatomic location for the injected anesthetic solution 
to have the desired effect. The farther below the skin the 
injection must be made, the more difficult the exact 
placement of the tip of the needle becomes and the more 
imperative the necessity for the use of roentgenograms. 
In figure 1 a the tip of the needle appears to be near the 
surface of the body of the third lumbar vertebra in appar- 
ently good position for blocking the lumbar sympathetic 
trunk. In figure 1 b, however, it is apparent that the tip 
of the needle is too far anterior to the body of the verte- 
bra; hence the needle was withdrawn to the position 
shown in figure 1 c, and a good block resulted. 

Surface landmarks are too indefinite for good localiza- 
tion of needles in patients with normal anatomic struc- 
ture. In patients with deformity and abnormal structure 
a placement of needles for accurate nerve blocking is 
impossible without the aid of roentgenograms. An ex- 
ample is shown in figure 2. The patient had congenital 
abnormalities with a marked thoracic kyphosis and back- 
ache. It was desired to block the paravertebral nerves 
involved in the deformity. In spite of the fact that all 
palpable landmarks were hopelessly confused, the use of 
roentgenograms made it possible to place the needles 
as shown in figure 2 a and b and to relieve the patient’s 
pain. On the basis of the result of the nerve block, it was 
elected to do a bone graft on the affected vertebrae, and 
the patient was afforded permanent relief. 

Roentgenographic records of nerve blocks are valu- 
able because, first, they make it possible for the diagnos- 
tic block to be repeated accurately and, second, they are 
convincing proof to the surgeon or other physician 
reviewing the results of the nerve block as to which 
nerves actually were blocked. Even the most detailed 
and lengthy description of how a nerve-blocking pro- 
cedure was performed will likely not be clear to another 
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physician and certainly will not be thoroughly convinc- 
ing. In a busy clinic where many patients are being 


‘treated, even the same physician cannot repeat accu- 


rately the original procedure by following his own 
description of a nerve block performed several days 
previously. If, however, the position of the tips of the 
needles at the first block have been recorded on roent- 
genograms, the same or a different person at a later time 
in another place can repeat the original nerve block, pro- 
vided the needles are shown by a second set of films to 
be in the same positions as at the original injection. It 
frequently happens that once the pain pathway has been 
established by diagnostic nerve blocks with short-acting 
anesthetic agents, more permanent interruption of the 
nerves transmitting the pain may be indicated. It is then 
desirable to repeat exactly the original nerve block which 
gave temporary relief of pain but to produce a therapeu- 
tic nerve block by the injection of a longer-acting agent, 
such as alcohol, ammonium sulfate solution, or phenol 
solution. 

The use of roentgenograms increases the expense of 
the original procedure, but in some cases they eventually 
have proved to be an economy measure. It frequently 
happens that the patient lives some distance from the 
specialized clinic where the diagnosis is made and where 
a series of nerve blocks are prescribed to be performed 
at regular intervals. The patient need not necessarily 
have to suffer the loss of time and expense involved in 
frequent long trips back to the specialized clinic. These 
repeated nerve blocks may be performed in the patient’s 
home town by his local physician, provided the local 
physician has the roentgenograms taken at the special- 
ized clinic and reproduces, as proved by his own roent- 
genograms, the same placement of the needles. 

Roentgenograms taken during nerve blocking serve 
to convince the surgical or medical consultant as to the 
procedure which was performed. The patient is im- 


Fig. 2.—Placement of needles for diagnostic thoracic paravertebral 
somatic block in a patient with marked kyphosis. The points of the needles 
are shown in both the anteroposterior, a, and lateral, b, views. 


pressed with the accuracy of the procedure and is more 
inclined to accept the recommendation which the con- 
sultant advises on the basis of the diagnostic nerve block 
whose accuracy is assured by roentgenograms. Once the 
nerve pathways of pain impulses have been established 
by nerve blocking, it may be advisable for such surgical 
procedures as section of a peripheral nerve, rhizotomy, 
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chordotomy, or lobotomy to be performed. The surgeon 
knows from experience the inaccuracy involved in locat- 
ing body segments and nerves by counting ribs or verte- 
bral spinous processes. He is, therefore, likely to be 
reluctant to sever a specific nerve on the evidence 
resulting from a diagnostic block during which this 
specific nerve was supposed to have been located by such 
measures as he knows to be inaccurate. A neurosurgeon 
justly might refuse to section the left second, third, and 
fourth cervical nerves because injections made through 
three needles inserted at intervals caudad to the left 
mastoid process gave temporary relief of pain. If, how- 
ever, the neurosurgeon should be shown a roentgeno- 
gram such as that in figure 3, he would have to admit 
that the second, third, and fourth cervical nerves were 
the ones blocked. 

With the exact position of the tips of the needles used 
for diagnostic nerve blocks made known by roentgeno- 
grams, the ability to reproduce the effects of the block 
by section of the nerve can be predicted convincingly. 
Section of a nerve is followed frequently by undesirable 
effects, such as numbness and decrease in motor power, 
as well as the desirable effect of pain relief. When section 
of a nerve, or injection of a nerve with alcohol or a simi- 
lar agent that produces a prolonged effect, is contem- 
plated, it is well first to block the nerve with an 
anesthetic agent that produces a short temporary effect. 
This is called a “prognostic block” because it gives the 


patient a chance to experience the complete effects of ° 


section of the nerve before the effects are permanent. 
If the patient decides that the side effects which follow 
a block of the nerve are more annoying than the original 


Fig. 3.—Placement of needles for diagnostic block of deep cervical 
somatic nerves. An artefact caused by a bobby pin appears at the occiput 
above the three needles. 


pain, it is possible to allow the conditions to return to 
their former state. If the patient desires the results of the 
prognostic block to be made permanent, such can be 
promised only if a roentgenographic record has been 
made of the position of needles used in the prognostic 
block. 


PUGH 
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TECHNICAL SUGGESTIONS 
Anteroposterior and lateral roentgenographic views 
must be made whenever possible to locate the tip of the 
needle accurately in both planes (fig. 1). When blocks 
of nerves such as of the stellate ganglion or the obturator 
nerve are done and a satisfactory lateral roentgeno- 


Fig. 4.—Placement of needles for diagnostic block of the stellate gang- 
lion, The lead marker O was placed in the suprasternal notch and used as 
an aid in positioning the needles. 


graphic view cannot be obtained, the position of the tips 
of the needles may be located with stereoscopic views. 

When the first placement of the needle is found not to 
be satisfactory, the needle should be left in place and 
other needles inserted using the first as a guide. The 
needles may be labeled for identification by placing lead 
markers near the place where each needle pierces the 
skin (fig. 1 and 2). Sometimes the discomfort of passage 
of extra needles can be avoided if a lead marker is first 
placed on a superficial landmark and a scout (prelimi- 
nary survey) film taken to learn the anatomic relation- 
ship between the position of the lead marker and the 
nerve to be blocked. In the case represented by figure 4, 
it was desired to produce a block of the right stellate 
ganglion with dehydrated (absolute) alcohol for a right 
shoulder-hand syndrome. By placing a lead “O” in the 
suprasternal notch and taking a scout film, it was possible 
to place the tip of the very first needle on the body of the 
first thoracic vertebra. This position would have been 
satisfactory for the injection of 5 to 10 cc. of an aqueous 
diffusible solution of an anesthetic agent such as pro- 
caine for a diagnostic block. However, the roentgeno- 
gram showed that the tip of the first needle was too far 
medial on the body of the vertebra to allow the stellate 
ganglion to be blocked by the injection of 2 cc. of dehy- 
drated alcohol, which does not diffuse widely. Accord- 
ingly, a second needle was introduced so that its tip 
touched the body of the vertebra lateral to the tip of the 
first needle and near the base of the transverse process 
where the stellate ganglion lies. The injection of alcohol 
through the second needle promptly resulted in Horner’s 
syndrome. 


one 
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SUMMARY AND CONCLUSIONS 
Roentgenograms to show the position of the needles 
must be made when diagnostic and therapeutic nerve 
blocks are performed. Only by this means can the opera- 
tor position the tips of the needles with enough accuracy 
to block individual nerves selectively with the use of 
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small volumes of the anesthetic agent. The roentgeno- 
grams serve as objective records which may be utilized 
later by the operator to obtain an exact repetition of the 
nerve block either by injection or by some other surgical 
procedure. 
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DIAGNOSTIC AND THERAPEUTIC NERVE BLOCK 


GENERAL CONSIDERATIONS 


R. Charles Adams, M.D., Rochester, Minn. 


The anesthesiologist of today performs a great variety 
of functions in addition to clinical anesthesia. Among 
these, perhaps his most important single function and 
the one that is most gratifying, is the relief of pain. 

Pain, in its severer forms, as for example trigeminal 
neuralgia, migraine, or the various colics, is one of the 
heaviest crosses the human race has to bear. Usually 
pain is a danger signal or warning of some beginning 
disease process, trauma, or physiological upset. It also 
may be the hang-over effect of past disease processes. 
It can arise from purely psychic origin, which is perhaps 
the most difficult to alleviate. 

Transient painful processes usually are no problem, 
but persistent pain, whether mild or severe, over weeks, 
months, or years can produce serious and far-reaching 
sequelae, which affect the patients’ work, play, and sleep, 
alter their personalities, and produce changes in every 
phase of their daily lives. 

Until recent years physicians as a whole tended to 
minimize the importance of persistent pain, particularly 
if the cause was not readily apparent. Treatment tended 
to be symptomatic, and many patients who did have a 
physical basis for their pain were classed as neurotics 
and treated as such. As a result, they tended to become 
“doctor’s office pests,” drifting from one physician to 
another and frequently falling into the hands of quacks, 
who preyed on their infirmity to line their own pockets 
or laid the seeds for beginning drug addiction. It is there- 
fore small wonder that the deserving members of this 
group of patients frequently lost faith in the ability of the 
medical profession to help them. 

Another contributing factor in holding back the prog- 
ress of rational therapy of pain has been lack of knowl- 
edge of the multitude of pain pathways and mechanisms, 
the knowledge of which is essential if effective treatment 
is to be carried out. Some of these pain mechanisms are 
very bizarre, and even today our knowledge of the com- 
plex functions of the central and autonomic nervous 
systems is indeed elementary. An example of the weird 
phenomena one encounters in therapeutic block is the 
relief of hip pain obtained by blocking the anterior, 
lateral, or posterior femoral cutaneous nerves. On the 
surface, there is no apparent logical explanation for 
these results, except that the pain might be caused by 
muscle spasm lower down over an area supplied by these 
nerves. 

We know much more about pain and the nervous 
system than we did a few years ago, thanks to the neuro- 


physiologist, neurologist, neurosurgeon, and neuropsy- 
chiatrist, but a major portion of this progress, both 
experimental and clinical, stems from the interest of the 
anesthesiologist in this field, and it is because of this 
interest that pain clinics have been established by and 
under the direction of anesthesiologists over past years. 
It was not only natural but appropriate that the anes- 
thesiologist largely should take over this field, since his 
job is to relieve pain in general, and frequently by the 
injection of nerves or nerve plexuses, in which he has 
received special training. 

At present there are hundreds of pain clinics through- 
out the country, in addition to a great number of private 
anesthesiologists who are devoting a portion of their 
time to this subspecialty. This proves to be one more 
example of the fact that the specialist in anesthesia may 
be of aid to his confreres in various other medical spe- 
cialties. 

Broadly speaking, pain falls into two general classi- 
fications: (1) due to organic disease; (2) of indeter- 
minate origin. That resulting from some organic disease, 
such as one of the colics, trauma, angina, previous 
surgical procedures, or advanced cancer, usually is not 
difficult to diagnose and treat. Even where pain due to 
organic disease is severe and persistent, as in inoperable 
carcinoma, the problem of control is more or less clear- 
cut. We can inject the pain-carrying nerves and repeat 
the injections as required; the nerves may be sectioned 
surgically to provide lasting relief, or, if these measures 
fail, we are justified in administering whatever analgesics 
are necessary to make the patient comfortable, since 
addiction need not worry us in hopeless cases or in cases 
of elderly patients. 

The same cannot be said for the multitude of patients 
with pain the origin of which is indeterminaté, or seem- 
ingly so. Many of these patients are young, and we must 
be assured that whatever treatment we institute will not 
do them harm or exacerbate their present pain or per- 
haps even start a different one. This brings to mind a 
patient into whom I had injected alcohol for pain 
in the posterior chest wall and had produced good relief. 
A few days later I met the man on the street and asked 
him whether the pain in his back was gone still. “Oh, 
sure, Doc,” he replied, “you fixed that one, but this new 
pain in front is killing me.” 


From the Section on Anesthesiology, Mayo Clinic. 
Read before the Section on Anesthesiology at the Ninety-Ninth Annual 
Session of the American Medical Association, San Francisco, June 29, 
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This demonstrates how careful we must be in selecting 
patients for injection therapy, especially when potent 
and irritating agents such as alcohol are to be used. The 
psychological approach to this group of patients is just 
as important in effecting a cure as the ability to place a 
needle correctly on a nerve. 

Most of these patients are skeptical about obtaining 
relief, having tried a variety of physicians and treatments 
without results. On the other hand those who are seen 
for the first time often have the reverse attitude and feel 
that to be treated is to be cured. Patients with either 
attitude should be handled in a similar manner, and 
extreme caution should be exercised in outlining the 
diagnosis, treatment, and possible results. 

It is probably better to promise little in the line of 
results, although the patient should be encouraged to 
believe that relief is possible. It is well, however, to 
explain in detail to the patient the nature of the condition, 
what may be causing the trouble, the details of the treat- 
ment, and what to expect during and after the injection. 

The psychological approach to each individual patient 
is of the greatest importance, for an incorrect approach 
can either make or break the most effective type of 
treatment. Therefore, if we are to improve our results 
in these patients in the future, it is obvious that the in- 
ternist, neuropsychiatrist, neurosurgeon, and anesthesio- 
logist must work hand in hand, giving one another the 
maximum cooperation. 

Nerve block for pain is of two types: (1) for aid in 
making or confirming a diagnosis; (2) for actual therapy. 
The diagnostic block is usually carried out by using a 
local anesthetic agent the duration of effect of which is 
limited. Sometimes the use of a local anesthetic agent 
may provide relief for days and even weeks or months. 
In any event, if the local block is effective and the diag- 
nosis is established, one must decide on the least drastic 
therapeutic measure that will give the patient more or 
less permanent relief. Several choices are available: (1) 
repeat the local anesthetic injection at periodic intervals; 
(2) inject a longer-acting agent, to be repeated if neces- 
sary; (3) inject dehydrated alcohol; (4) suggest section 
of the pain-carrying nerves; (5) suggest that the patient 
learn to live with his pain if it is not too sevege or persist- 
ent; (6) combine roentgen therapy and injection; (7) 
combine physical therapy and injection, or (8) combine 
any of the foregoing with psychotherapy. The choice will 
depend on the patient’s physical and emotional make-up; 
the cause of his pain, if apparent; the nature, persistence, 
and severity of the pain; his tolerance to pain; the degree 
of effectiveness of the preliminary block, and the pa- 
tient’s attitude toward further treatment. 

The prime essential, before any attempt is made to 
treat these patients, is to obtain a detailed history. Even 
if a previous history has been provided by the referring 
physician, time will be spent well in asking the patient 
as many specific questions as one can think of, since this 
may provide an insight into his physical and emotional 
problems which might otherwise be overlooked. Ques- 
tions may be divided into two parts: (1) those asked 
during the taking of the history; (2) those asked just 
before, during, or after the block. 

During the taking of the history you must have the 

following information: (1) the site, nature, and severity 
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of the pain; (2) how long the patient has had pain; (3) 
whether it has increased in severity or remained the same 
since its inception; (4) whether the pain is increased 
when pressure is applied over the area, or by position, 
movement, exercise, and so forth—many neurotic pa- 
tients interpret pressure as pain and by and large are not 
good candidates for block; (5) what the patient’s own 
opinion is as to what might have caused the pain in the 
first place; (6) whether the pain interferes with sleep, 
and (7) whether the pain can be controlled with acetyl- 
salicylic acid. The last two questions give a fairly 
accurate estimate of the severity of the pain and what 
the patient has been taking for it. If, after careful ques- 
tioning, it appears that a block will be of either diagnostic 
or therapeutic value or both, certain specific questions 
must be asked at this time: 

1. If the patient has been referred by another physi- 
cian or physicians, it is well to find out what they told 
the patient he might expect. Perhaps they minimized the 
nature and effects of the block; perhaps they overstressed 
these points, or, in the case of a patient with cancer, the 
true cause of the pain may have been withheld, and the 
patient will come expecting a cure and complete relief 
of symptoms. 

2. When the pain is of the intermittent type, it is 
essential to ask the patient whether he has pain now. 
it is difficult to estimate the degree of relief of pain when 
there is nothing to relieve at the time of injection. In such 
instances the patient may have a means of bringing on his 
pain, and this should be encouraged before injection. 
Otherwise, it may be wise to put off the injection until 
another attack of pain begins. 

In nervous and excitable patients who tolerate pain 
poorly, the injections may have to be carried out with 
the patient under light thiopental sodium (pentothal 
sodium®) or gas anesthesia, but usually a more reliable 
estimate of results can be made with the patient awake. 

Before the block is begun, the patient’s confidence and 
cooperation should be enlisted further by a frank dis- 
cussion of what you are going to do, how much it will 
hurt, and what possible after effects he may experience. 
Most patients fear being stuck with needles, but the 
majority will attempt to cooperate if they are told what 
to expect. They also should be told that the first injection 
is mainly for diagnosis and that when the effect of the 
local anesthetic wears off their pain probably will return. 

During the injection one should attempt on inserting 
the needles to obtain paresthesias which are similar to 
the patient’s old pain. Nevertheless, the patient should 
not be subjected to a prolonged period of painful needle 
sticks merely to obtain paresthesias. In fact, the use of 
roentgenograms after the needles are in place and before 
the injection is made has almost obviated the necessity 
of obtaining paresthesias, unless they can be produced 
on the first two or three tries. 

Nothing has been of more value toward insuring 
accurate results in these cases than routinely checking 
the position of the needles by roentgenologic methods. 
The most experienced regional anesthesiologists have 
found that needles they thought were correctly placed 
were Often in gross malposition. 

When the injection is completed, the patient should 
be allowed to rest quietly for 15 to 30 min., his attention 
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being diverted, if possible, from his pain or the effects 
of the injection. At the end of this time he may be ques- 
tioned as to results. If partial relief has been obtained, a 
further important question should be asked, namely, 
whether he would be satisfied if this degree of relief could 
be made permanent. This question should be repeated 
two or more times to make sure that the patient is either 
satisfied or dissatisfied with the results. His answer will 
dictate what the type of permanent treatment should be. 

Certain types of pain seem to be more amenable to 
treatment than others. The pain of acute pancreatitis 
can usually be well controlled by splanchnic block, but 
the results are not nearly so satisfactory in pain asso- 
ciated with the gallbladder, stomach, and duodenum. 

Among the blocks that are particularly efficacious are 
caudal block for pain due to pelvic cancer, bilateral 
alcohol block of the stellate ganglion for anginal pain, 
and blocking of the appropriate divisions of the fifth 
cranial nerve for trigeminal neuralgia. Usually good can- 
didates for physical therapy present favorable cases for 
sympathetic block, since in these patients the two methods 
of treatment aid each other. In a similar way, the com- 
bination of therapeutic block with suitable psycho- 
therapy and suggestion is valuable in certain types of 
neurotic patients. 

In some patients nerve blocking seems to be contra- 
indicated, for example, psychotic patients who have had 
multiple operations and certain injuries of the brachial 
plexus. Patients with traumatic avulsion of nerves 
can seldom be cured except by chordotomy. Patients 
with a phantom limb can occasionally be cured by 
sympathetic block. Patients who have had pain over 
prolonged periods, controlled by opiates or narcotics, or 
who have resorted to barbiturates for sleep and rest 
present very difficult problems. It is doubtful that any 
block will give them the comfort they look for until 
their addiction problem has been resolved. Unless one 
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is convinced that this type of patient is thinking sanely, 
therapeutic block will be most unsatisfactory. 

At the present time there is a relatively small per- 
centage of patients with painful syndromes who can be 
given permanent or semipermanent relief. The fact that 
we are helping many patients who received little or no 
help in the past is encouraging. We can do still better if 
we apply ourselves to this important field. Certainly our 
results will be better when we have an agent that will 
produce a prolonged action without too many deleterious 
side effects. The longer-acting local anesthetic agents 
have not supplied the answer, nor has alcohol or the 
ammonium salts in benzyl alcohol. 

A good result seems to make a dozen bad ones worth- 
while. I recall a patient, a railroad roundhouse foreman, 
who had a small painful area in the chest wall which 
affected his sleep, work, personality, and livelihood. He 
had had it for three years and was most discouraged. 
He did not appear to be neurotic, but this small area of 
pain was coloring his whole life. The cause of his pain 
was not obvious, but for diagnosis I blocked the area 
involved. He obtained immediate relief and was dis- 
missed when he was pain-free for 48 hr. After three 
months he wrote me that his pain had not returned and 
that he could put in a comfortable day’s work for the 
first time in three years. 

I do not yet know the origin or basis for this man’s 
pain. The block therapy in his case was more or less a 
stab in the dark, but it produced results. In a neurotic 
patient who interprets even pressure as pain, this type 
of therapy probably would not have worked. 

In conclusion, I should say that diagnostic block in 
suitable cases will give us much information toward 
either curing or alleviating pain, and, in addition, thera- 
peutic block will make many miserable patients comfort- 
able and give them a new outlook on life. 
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PONTOCAINE® SOLUTIONS FOR 


REGIONAL ANALGESIA OTHER 


THAN SPINAL AND EPIDURAL BLOCK 


AN ANALYSIS OF 2,500 CASES 


Daniel C. Moore, M.D., Seattle 


Nerve block and local infiltration analgesia is often 
one of the important parts of a doctor’s armamentarium. 
For years procaine hydrochloride (novocain*) has been 
the standard local anesthetic agent in most hospitals 
throughout the country. It meets Labat’s requirements of 
a desirable local anesthetic agent: (1) ease of steriliza- 
tion; (2) ready and complete solubility in cold isotonic 
salt solutions in such concentrations as actually are used 
for induction of regional analgesia; (3) rapid and com- 
plete absorption locally, leaving no traces of its passage 
at the site of injection; (4) low toxicity, both when used 
in weak solutions and in such doses as are sufficient to 
produce surgical anesthesia; (5) ability to produce rapid 
onset of anesthesia; (6) one that is not decomposed by 
addition of a vasopressor, and (7) one that is not irritat- 
ing to the tissue. Deaths have occurred during the use 


of procaine, but, since the acceptable approved agent 
was employed, a general feeling of opposition to its con- 
tinued use was not aroused. One of the objections to 
procaine is the fact that the analgesia produced is rela- 
tively short, i. e., three-fourths to one and one-half hours. 
Therefore, in spite of establishing a satisfactory regional 
block, it often dissipates itself before surgery is com- 
pleted. This is annoying to both doctor and patient, and 
consequently many procedures are performed under 
general anesthesia, in spite of the fact that local analgesia 


From the Department of Anesthesia, Mason Clinic. 

Tetracaine (pontocaine®) hydrochloride furnished through the courtesy 
of Winthrop-Stearns, Inc. 

Read before the Section on Anesthesiology at the Ninety-Ninth Annual 
Session of the American Medical Association, San Francisco, June 29, 
1950. 

1. Labat, G.: Regional Anesthesia, London and Philadelphia, W. B. 
Saunders Company, 1930. 
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otherwise is preferred. Therefore, for the past few years 
we, as well as other anesthesiologists, have been inter- 
ested in finding a drug with a low toxicity and a pro- 
longed duration that might be employed routinely for 
nerve block and local infiltration analgesia. 


TaBLeE 1.—Comparative Total Intravenous Dose of Local 
Anesthetic in Cats 


Corrected 
Toxicity 
Average Ratio Equiva- Ratio 
Fatal Compared lent Compared 
se, w Dosage with 
Mg./Kg. Procaine Ratio Procaine 
Procaine (novocaine®)..... 49.6 1.0 1.00 1,00 
Piperocaine (metycaine®) 
hydrochloride ............. 28.8 1.7 0.80 1.36 
8.6 5.8 0.10 0.58 
Dibuecaine (nupereaine®) 
hydrochloride ............. 8.5 14.2 0.05 0.71 


A local anesthetic agent with a prolonged duration of 
action offers the following advantages: 


1. It permits regional analgesia to be carried out with finesse 
and minimal trauma, since rapid completion of the block is not 
necessary to conserve analgesia. This is especially true in exten- 
sive block procedures. 

2. The anesthesiologist can give valuable instruction to his 
pupils. This is important, since it will increase the number of 
men who can skilfully execute regional procedures. 

3. Local anesthesia may be used when indicated for the 
benefit of the patient, in spite of the necessity for slow, careful 
dissection. This is especially true in cases of diabetes and hyper- 
tension. 

4. The operating surgeon is at ease, since he knows that the 
surgical analgesia will be adequate for five to six hours. 

5. The surgical schedule may be changed suddenly for an 
emergency, even if the block has been executed. This is a definite 
advantage to the patient, since a second block will not have to 
be performed before operation, even if the emergency procedure 
should require two or three hours. 

6. Postoperative analgesia is prolonged, thus reducing the 
necessity for large amounts of opiates during the immediate 
postoperative period. This is important because, if the patient is 
free from pain and not under the influence of opiates, he will 
follow the “stir-up” regimen immediately. 

7. The block may be carried out at the convenience of the 
anesthesiologist, a factor of obvious importance in private prac- 
tice. 


During the past few years an increasing number of 
articles have appeared on the use of tetracaine (ponto- 
caine”), indicating that it might be the answer to the 
search for a local anesthetic agent with Labat’s qualifica- 
tions plus a prolonged duration of action.? It has been 
shown in Novak’s table of comparison * that, although 
milligram for milligram tetracaine is more toxic than 
procaine, it is effective when employed in solutions one- 
tenth as strong as effective procaine solutions (table 1). 
Therefore, effective solutions of tetracaine are actually 
less toxic than comparable procaine solutions. 

A previous paper based on the first 1,004 cases in this 
series has been published,* and the growing interest in 


2. (a) Kornfield, N.: Regional Anesthesia for Operations in the Upper 
Abdomen, Anesth. & Analg. 27: 204-209 (July-Aug.) 1948. (b) Horan, 
J. S.: Treatment of Lepra Reaction and Acute Neuritis and Arthritis with 
Nerve Block and Intravenous Administration of Procaine, Internat. J. 
Leprosy 17: 211 (July-Sept.) 1949. (c) Moore, D. C.: Pontocaine Hydro- 
chloride for Brachial Block Analgesia, Anesthesiology 9: 281 (May) 1948. 
(d) Moore, D. C.: The Use of Pontocaine Hydrochloride for Nerve Block 
and Infiltration Analgesia, Therapeutic, and Diagnostic Blocks: 1004 Cases, 
Anaesthesia 11:65 (Jan.) 1950. (e) Moore, D. C., and Bonica, J. J.: 
Combined Brachial Block and Spinal Analgesia for Bone Graft Surgery, 
Anesth. & Analg. 29: 43 (Jan.-Feb.) 1950. (f) Bonica, J. J., and Moore, 
D. C.: Brachial Plexus Block Anesthesia, Am. J. Surg. 78:65 (uly) 1949, 

3. Novak, S., quoted by Saklad, M.: Spinal Anesthetic Agents: Methods 
and Indications, New England J. Med. 213: 1226 (Dec.) 1935. 


J.A.M.A., June 30, 1951 


the use of tetracaine for nerve block and local infiltra- 
tion prompted this reevaluation of our clinical study on 
this subject. 

PROCEDURE 


The procedure employed was the same as that reported in the 
first 1,004 cases and briefly consisted of the following salient 
points.24 Patients of all ages, physical status, and operative risk 
for whom nerve blocks were advocated received tetracaine with- 
out screening (table 2). Tetracaine (pontocaine hydrochloride 
“niphanoid”®) crystals were used in all cases and mixed with 
isotonic sodium chloride solution to the desired concentration 
and volumes. Each operation was counted as a case, not each 
individual block—i. e., a block for a radical mastectomy was 
counted as one anesthetic procedure, not three, although it in- 
cludes a brachial block, an intercostal block, and a superficial 
cervical block. Premedication varied from none to heavy seda- 
tion with barbiturates, opiates, and the belladonna derivatives. 
Epinephrine (adrenalin®), suprarenin,® and phenylephrine (neo- 
synephrine®) hydrochloride in amounts from 0.2 cc. to 0.5 cc. 
were employed in the study, regardless of the volume of solution. 
All patients received the calculated number of milligrams of 
tetracaine and cubic centimeters of vasopressor drugs. For ex- 
ample, if we mixed 90 cc. of 0.15% tetracaine with 0.2 cc. of 
epinephrine (1:1,000) for a brachial block, the patient received 
the total amount, even though paresthesias were obtained and a 
satisfactory block would have resulted after 40 to 50 cc. of the 
solution was administered. This method was selected in order 
that the patient might receive a relatively large number of milli- 
grams of tetracaine and a calculated number of cubic centi- 
meters of vasopressor drug. 


RESULTS AND DISCUSSION 


In the 2,500 procedures 39 different types of regional 
blocks were performed (table 3). There were 1,352 
males and 1,148 females in the series of patients. Many 
of the patients having therapeutic and diagnostic blocks 
required more than one block, which explains the dis- 
crepancy between the number of patients and the num- 
ber of cases. A large variety of operations in various 
parts of the body were performed (table 4). 

Tetracaine (pontocaine hydrochloride “niphanoid’’® ) 
crystals are readily soluble in isotonic sodium chloride 
solution and did not produce irritation or slough of the 
skin. It was rapidly dissipated from the tissue, and skin 
wheals and tumefactions disappeared in one-half to one 
hour. 


TABLE 2.—Physical Status Record, American Society of 
Anesthesiologists Code 


Age Group 1 2 3 4 5 6 7 Total 

3 2 1 8 es 14 
57 8 1 2 30 os 98 
238 33 8 §2 os ee 331 
80-40........ 235 59 1 1 76 os ee 872 
280 108 13 4 130 535 
re 217 157 35 5 133 2 1 550 
128 143 49 10 9 oe 423 
23 74 40 3 17 ad 157 
80-90.......4. 6 5 4 2 2 1 20 
Total..... 1,181 590 153 29 532 13 2 2,500 


Solutions of tetracaine appear to be stable and retain 
their anesthetic properties for at least 48 hr. Our solu- 
tions were not allowed to stand for a longer period, and, 
at present, the solution is mixed just before the block is 
performed. In the early part of the series one to two 
days’ supply was prepared, sterile Erlenmeyer flasks 
being used as mixing receptacles. These flasks often 
stood 24 to 48 hr. before the solution was used, and sat- 
isfactory anesthesia was obtained. Tetracaine solutions 
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can be boiled repeatedly without deterioration but are 
rendered inactive by alkalis. Most glass receptacles are 
highly alkaline; if tetracaine solutions are prepared in 
such containers, the possibility of having a chemically 
altered solution must be considered. This is the reason 
that stainless steel mixing receptacles are used. 


TABLE 3.—Types of Nerve Blocks Performed 


of 
No.of Diag. 
Surgi- and Total 


cal Therap. No.of No. 


of 
Nerve Block and Local Infiltration Blocks Blocks Patients Blocks 


sd 441 6 362 447 
2. Breast (brachial, intercostal and 
superficial cervical) 21 20 21 
3. Cervical (deep and superficial)........ 188 4 161 192 
4. Cervical nerves individually for head- 
2 2 3 4 
6. Gasserian ganglion ...........seeee00e 1 1 1 
3 ‘a 3 3 
10. Intracapsular (knee or shoulder)..... 7 2 9 9 
11. Intereostal (bilateral) and deep 
12. Intercostal bilateral and unilateral... 36 366 213 402 
13. Lateral femoral cutaneous............ 1 2 
14. ae femoral cutaneous and 
15. sympathetic 120 62 120 
17. Mandibular and deep cervical......... 14 ia 14 4 
19. Maxillary and mandibular............ 17 3 17 
20. Maxil ros fe mandibular and deep 
21. Maxill mad (right), manidibular (right), 
and left mental..................505- 1 1 1 
23. setae, ulnar, and radial (at wrist 
or elbow 28 28 28 
25. Obturator bivek 6 6 6 
BB. 14 46 60 
27. (amgina) 5 5 5 
31. Radial and median (at wrist)........ 1 i 1 1 
32. Sacral nerves individually............. + 1 1 1 
33. Sciatic and 262 8 229 270 
34. Splanchnic (deep) 11 6 11 
85. Stellate gamglion 238 
86. Suprascapular .........cceeeeeeeeeeeeee 18 10 18 
37. Supratrochlear and supraorbital..... 1 1 1 
38. Sciatic, femoral, lateral femoral eu- 
taneous, and obturator 3 3 3 


A vasopressor agent may be used in tetracaine solu- 


tions without causing decomposition. It is not necessary 


to make the tetracaine solutions potent anesthetic agents. 
This was found to be true because the solutions that 
were given to 17% of the patients who had therapeutic 
and diagnostic blocks and to diabetic patients did not 
contain a vasopressor drug. The vasopressor drug 
seemed to have little influence on the duration of anes- 
thesia or postoperative analgesia (table 5). This was 
especially true in the case of the diabetic patient who 
received no vasopressor and whose anesthesia and post- 
operative analgesia times were comparable to those of 
patients in whom a pressor agent was employed. 

Blood pressure is unaffected by the tetracaine solu- 
tion, except when a vasopressor is used, and in such 
cases a transient rise in blood pressure with a fall to 
normal in 30 to 40 min. may occur. Pulse rate and res- 
pirations are unaffected. 

Massive amounts of tetracaine hydrochloride in milli- 
grams and large volumes of solution were used. It can 
be seen from table 6 that, although percentages varied 
to meet various volume demands in extensive block pro- 
cedures, the average number of milligrams of tetracaine 
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hydrochloride employed in each block was fairly con- 
stant. The minimal dosages used were not included in this 
chart because we were trying to determine whether large 
doses of tetracaine were safe. All the concentrations of 
tetracaine shown in table 6 produced effective operating 
analgesia. The higher percentages were used merely to 
shorten the time period between completion of the block 
and onset of surgical anesthesia. The establishment of 
analgesia with tetracaine depended entirely on the per- 
centage employed and the accuracy of the placement. 
Concentrations of 0.1, 0.15, 0.2, and 0.25% require 30 
min. or longer to assure a workable block. Concentra- 
tions of 0.3 to 0.5% produce anesthesia in less than 
20 min. (table 7). 

Probably the outstanding property of tetracaine hydro- 
chloride is its prolonged action. It gives a minimum of 
five hours’ operating time, as proved by actual opera- 
tions. We have done gastric and pancreatic resections, 
using deep splanchnic and intercostal blocks for relaxa- 
tion with 2 |. of nitrous oxide and 1 |. of oxygen a minute 
for analgesia. Also, blocks for two-hour operations have 
been performed three hours before the surgical procedure 
was started, and anesthesia of the part was stil present at 
completion of the operation. Table 4 shows actual oper- 
ating and anesthesia times of various surgical procedures. 


TABLE 4.—Operations (Therapeutic and Diagnostic 
Block Not Included) 


Actual Op. Actual Anes. 


Time, Hr. ‘Time, Hr. 
No 
of Aver- Maxi- Aver- Maxi- 
Regions Op. age mum age mum 
Arm 
(a) Closed (fractures, ete.)...........00. 90 lo 1 1% 2 
(b) Open (tendon repairs, grafts, 
amputations, ete.) 386 5 1% 
reast 
(a) Radical mastectomy ................ 17 1% 21% 2% 38% 
bdomi 
Extraperitonea! 
80 lo 1% 1 2% 
(b) 
1. Cholecystectomy ................. 177 1% 3 1% 3% 
2. Colom resection 15 2 2% 4% 
8. Gastric resection 149 2% 4% 3 5 
4. Miscellaneous 51 1 2 1% 2 
3 1% 1% 2% 
nite 8. Secondary closures ............... ae 2 2 3 
(a) a (reductions and manipula- 
bed ly 1% 1 2 
(b) Open g sequestrectomies, 
(a) Infiltration for lipomas, ete.......... 36 % 1% 1 2% 
Neck and Face 


(b) Face dip resections, fractured 


jaws, ete.) 
(ce) Phrenic merve 


6 1 ] 2% 

(d) Thyroidectomy 166 1 1% 2% 

nu Radieal neck dissections............ ty) 1% 3% 2 4% 
ho 


(a) 
1. Intracostal blocks to supplement 
endotracheal anesthesia ........ 1 2% 4 38% 6 


The exact maximum time tetracaine effect will last has 
not been determined. Skin anesthesia has been present 
for eight to nine hours, but this does not indicate that 
the deep tissues could be manipulated (table 7). 
Postoperative analgesia is indeed striking and gratify- 
ing to the patient, surgeon, and anesthesiologist. Anal- 
gesia may last for nine hours and definitely permits early 
institution of the “stir-up” regimen (table 7). The 
amount of opiates required postoperatively is greatly re- 
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duced. In many cases, especially when casts are applied, 
no sedation is required. In upper abdominal surgery 
muscle spasm is greatly reduced, and this, in turn, reduces 
the amount of opiates necessary. It is not uncommon for 
a patient to require less than a total of 1 to 1 grains of 
morphine sulfate after gastric resection or cholecystec- 
tomy. 
TaBLE 5.—Three Vasopressors Used 


Length of 
Time of 
No. of No. of Operative 
Cases c Reactions Anaigesia, Hr. 
1,688 Epinephrine 0.3 2 5-6 
347 Phenylephrine 0.5 1 5-6 
40 Suprarenin ® 0.5 4 5-6 
425 No vasopressor 


We, as well as other workers, were impressed with 
the fact that the nervousness, excitement, and restless- 
ness that often accompany procaine injections were no- 
ticeably absent when tetracaine was infiltrated. 

There have been no palsies or areas of prolonged anes- 
thesia. Five complications occurred other than the reac- 
tions later described. Three of these were pneumo- 
thoraxes and two were atelectases, but these could not 
be attributed to the tetracaine. 

There were two reactions to epinephrine (adrenalin® ) 
(1:1,000) in 1,788 cases. One reaction to 1% phenyl- 
ephrine (neosynephrine® ) occurred in 357 cases and four 
reactions to suprarenin” in 40 cases (table 5). This led 
to the suspension of use of suprarenin* early in the series. 
The one phenylephrine reaction occurred in a 44-year-old 
white woman who had a lumbar sympathetic block of 
40 cc. of 0.25% tetracaine solution and 0.5 cc. of 
phenylephrine for thrombophlebitis. Before the proce- 
dure her blood pressure was 130 mm. systolic and 86 
mm. diastolic, her pulse rate was 76, and her respiration 
rate was 18. She had received no premedication. Ten 
minutes following completion of the block she became 
nauseated and nervous, and felt that it was difficult to 
breathe. The blood pressure rose to 190 mm. systolic and 
100 mm. diastolic, her pulse rate was 100, and her 
respiration rate was 30. In 30 min. she became quiet, and 
her blood pressure, pulse rate, and respiration rate ap- 


TABLE 6.—Percentage Comparisons 


Reactions to Reactions to 


Tetra- Dosage Used 
A — Tetracaine Vasopressor 


caine, 


No.of Max. Max. Aver. Aver. 
Cent Cases Ce. Mg. Ce. Mg. Min. Sev. Min. Sev. 


01 480 250 250 150 150 0 0 0 0 
0.15 7 110 165 8&5 125 9 3 0 4 
0.20 126 100 200 60 125 0 0 0 0 
0.25 914 100 250 ww 125 0 1 0 3 
0.3 162 40 120 40 100 0 if) 0 0 
04 19 30 120 30 120 0 0 0 0 
0.5 61 40 200 10 nO 0 1 0 0 


proached the preanesthetic level. It could be argued 
justly that this was a mild tetracaine reaction, except for 
the subsequent course. The next day another lumbar 
sympathetic block was performed. The same amount 
and percentage of tetracaine was used, but the phenyl- 
ephrine was omitted. The patient’s course was uneventful 
during this therapeutic block. The two epinephrine and 
four suprarenin® reactions followed the same pattern as 
in this case. 
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In 2,500 cases there were 14 reactions to tetracaine; 
these reactions were classified as minimal or severe. 


Minimal Reactions.—Seven cases characterized by drowsi- 
ness only occurred during superficial and deep cervical block for 
thyroidectomies. There was no change in the blood pressure or 
the pulse. In each of these blocks 90 cc. of 0.15% tetracaine 
solution with 0.3 cc. of 1% phenylephrine and 150 turbidity- 
reducing units of hyaluronidase was employed. No treatment 
was given, and the drowsiness passed in five to 20 min. 

Two cases characterized by irregular heart rates corrected 
themselves without treatment in 10 min. One occurred after a 
brachial block and the other after a sciatic and femoral block. 
In these cases 90 cc. of a 0.15% tetracaine hydrochloride solu- 
tion with 0.3 cc. of epinephrine (1:1,000) and 150 turbidity- 
reducing units of hyaluronidase was employed. 

Severe Reactions Cast 1.—A_ well-developed and well- 
nourished white man had been hospitalized for tic douloureux, 
and a gasserian ganglion block was being executed. The needle 
was placed, and aspiration yielded no blood or spinal fluid. The 
open needle was then allowed to stay in place for one minute to 
be sure the dura or a blood sinus had not been entered. Two 
cubic centimeters of a 0.5% solution of tetracaine with 0.3 cc. of 
1% phenylephrine was injected. The blood pressure was 130 mm. 
of mercury systolic and 70 mm. of mercury diastolic, the pulse 
rate was 80, and the respiration rate 18. Within one minute the 
patient began to feel dizzy and complained of being faint. He lost 
consciousness and had some twitching movements of his hands 
and feet but no generalized convulsion. The blood pressure rose, 


TABLE 7.—Operative and Postoperative Analgesia 


Time for 
Analgesia Duration 
Tetracaine to Estab- of Operative Postoperative 
Per Cent lish, Min. Analgesia, Hr. Analgesia, Hr. 
0.1 30-45 40-6 4-9 
0.15 30-45 5-6 4-9 
0.20 30-45 5-6 4-9 
0.25 20-30 5-6 4-9 
0.3 15-25 5-6 4-9 
0.4 10-15 5-6 4-9 
0.5 10-15 5-6 4-9 


as did the pulse rate, and respirations became shallow and rapid. 
Cyanosis became more pronounced, and respirations ceased. At 
this point intubation was performed, and artificial respiration 
was instituted. The blood pressure had risen to 200 mm. of 
mercury systolic and 110 mm. of mercury diastolic, and the pulse 
rate was 130, but of fair quality. Artificial respiration was con- 
tinued for 25 min. before the patient gradually took over his 
own respirations and regained consciousness. As soon as artificial 
respiration was instituted, the blood pressure and pulse rate 
gradually returned to normal. No barbiturate was used intra- 
venously. Whether or not this was a subdural, intra-arterial, or 
intravenous injection is open to argument. The reaction was not 
due to a sensitivity to tetracaine or phenylephrine solutions, as 
previous and subsequent injections with tetracaine-phenylephrine 
solutions had been administered to this patient without reaction. 

Case 2.—A 68-year-old white woman had been operated upon 
uneventfully for an acute gallbladder condition under inter- 
costal deep splanchnic block employing 150 cc. of 0.1% tetra- 
caine solution with 0.4 cc. of epinephrine (1:1,000) and 150 
turbidity-reducing units of hyaluronidase. She was known to be a 
cardiac and had a grossly irregular pulse before operation. The 
first day postoperatively a right therapeutic intercostal block was 
administered, employing 50 cc. of 0.25% tetracaine solution with 
0.2 cc. of epinephrine (1:1,000) and 150 turbidity-reducing units 
of hyaluronidase. Five minutes after the completion of the block 
she became irrational; her blood pressure dropped from 124 mm. 
of mercury systolic and 86 mm. of mercury diastolic to 86 mm. 
of mercury systolic and 42 mm. of mercury diastolic; her pulse 
rate was weak but retained the same irregularity as before the 
block, and she began to perspire and feel clammy. Apnea or 
convulsions did not occur. Oxygen was administered for 15 min., 
and the patient recovered. She left the hospital in the usual time. 

Case 3.—A 58-year-old white woman had an uneventful 
cholecystectomy under intercostal deep splanchnic block employ- 
ing 150 cc. of 0.1% tetracaine solution with 0.4 cc. of epine- 
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phrine (1:1,000) and 150 turbidity-reducing units of hyaluroni- 
dase. Postoperatively she had two right therapeutic intercostal 
blocks, carried out uneventfully each time with 50 cc. of 0.25% 
tetracaine with 0.3 cc. of epinephrine (1:1,000) and 150 turbidity- 
reducing units of hyaluronidase. An elective subtotal thyroid- 
ectomy was scheduled, and the patient received a superficial and 
deep cervical block, employing 90 cc. of a 0.15% tetracaine 
solution with 0.3 cc. of 1% phenylephrine and 150 turbidity- 
reducing units of hyaluronidase. Ten minutes after completion 
of the block she became cyanotic and had a convulsion lasting 
20 sec. Oxygen was administered under pressure, and she re- 
sponded without further treatment. Surgery was performed, and 
her postoperative course was uneventful. 


Case 4.—An 82-year-old white woman was to have a thyroid- 
ectomy for toxic adenoma under superficial and deep cervical 
block. The block was administered using 0.15% tetracaine 
solution with 0.3 cc. of 1% phenylephrine and 150 turbidity- 
reducing units of hyaluronidase. Five minutes after completion 
of the block respirations became shallow and ceased. Artificial 
respirations by oral airway and mask were performed. Her pulse 
rate increased from 92 to 120 but was of good quality. Her 
blood pressure rose from 150 mm. of mercury systolic and 90 
mm. of mercury diastolic to 200 mm. of mercury systolic and 
120 mm. of mercury diastolic. After five minutes of oxygen 
therapy shallow respirations resumed, and in 10 min. respira- 
tions were normal, and blood pressure and pulse rate had re- 
turned to the preanesthetic level. The operation was uneventful, 
as was the postoperative period. 


Case 5.—A 55-year-old white man who previously had had a 
gastric resection for duodenal ulcer reentered the hospital com- 
plaining of pain and a dumping syndrome. He was deformed 
severely from arthritis, necessitating performance of the gastric 
resection with the patient in the sitting position. At that time he 
received endotracheally an anesthetic of nitrous oxide, oxygen, 
and ether. After this operation he received a bilateral therapeu- 
tic intercostal block, using 60 cc. of 0.2% tetracaine solution with 
0.3 cc. of epinephrine (1:1,000) and 150 turbidity-reducing units 
of hyaluronidase. Immediately after the block his blood pressure 
fell from 90 mm. of mercury systolic and 50 mm. of mercury 
diastolic to 60 mm. of mercury systolic and 0 mm. of mercury 
diastolic, and he became cold and clammy but did not lose con- 
sciousness or become apneic. Oxygen was administered, and the 
patient’s condition was satisfactory in 30 min. His recovery from 
the operation was uneventful. At this readmission the surgeon, 
feeling that a bilateral thoracic sympathetic block of the fifth 
through the 12th thoracic nerve segment would correct the dump- 
ing syndrome and ease pancreatic pain, requested our opinion. 
His first two requests were refused on the basis of the patient’s 
severe arthritis with poor landmarks and his previous reactions to 
a block procedure. However, after the third request, the block was 
attempted, employing 90 cc. of a 0.15% tetracaine solution with 
0.3 cc. of epinephrine (1:1,000) and 150 turbidity-reducing units 
of hyaluronidase. No sedation was given, but after severe pain 
occurred on the placing of the first two needles, 0.6% thiopental 
(pentothal®) sodium was given to the point of analgesia. At the 
completion of the block the patient ceased breathing. This was 
30 min. after the block had been started. The patient’s blood 
pressure was 110 mm. of mercury systolic and 70 mm. of mer- 
cury diastolic, his pulse rate was 76, and his respiration rate 18 
at the beginning of the procedure. A quick check revealed no 
pressure or pulse. Oxygen was administered endotracheally, and 
other resuscitation drugs such as atropine and epinephrine were 
given intravenously. Cardiac massage was not attempted as the 
facilities and personnel were inadequate. The patient was pro- 
nounced dead one hour and fifteen minutes after the cessation 
of breathing. Postmortem revealed nothing. We feel this death 
was caused by faulty injection, probably subdural, although the 
pathologist could find no puncture of the dura. Of course, the 
possibility of a sensitivity to the local anesthetic solution must 
be considered. Nevertheless, I am reluctant to condemn the 
anesthetic solution in view of the patient’s severe deformity. 
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It is interesting to note that when tetracaine solutions 
without hyaluronidase were employed, only one reaction 
was observed in spite of the relatively large amounts of 
tetracaine employed. Hyaluronidase, which is now con- 
sidered the spreading factor by Duran-Reynals and 
McClean, was used in 1,000 of the above cases.* One 
would expect to see more reactions in these cases because 
the greater diffusion of the local anesthetic solution re- 
sults in a greater absorption of the tetracaine. In the 
series of cases in which hyaluronidase was added, the 
same amount and concentration of tetracaine solutions 
were employed for the block in question as when hya- 
luronidase was omitted. 

Reactions from tetracaine solutions per se, used for 
regional procedures other than subarachnoid block, epi- 
dural block, and topical analgesia, are infrequent, as 
shown by the recent available literature.’ 

The reactions which were observed during the series 
in which hyaluronidase was added gave us some insight 
as to the type of toxic reactions one might expect in the 
use of tetracaine, ‘the blocks in which they are most 
likely to occur, and what treatment should be insti- 
tuted. Nine of the reactions occurred during superficial 
and deep cervical blocks. This could well be anticipated 
because of the high vascularity of the neck with either 
rapid absorption or possible intravascular injection. The 
remaining five reactions occurred from injections in vari- 
ous regions of the body. All the reactions occurred usu- 
ally five to 10 min. after the block was completed, which 
indicates that careful, not casual, observations should 
follow a tetracaine block for at least 15 min. The reac- 
tions were not heralded by restlessness, apprehension, 
and dizziness, which are often a warning when procaine 
is employed. On the contrary, these patients become 
drowsy; respirations were first shallow and then absent. 
In only one case were convulsions severe. In two of the 
severe reactions the blood pressure declined, and the 
pulse rate became rapid and weak. This would seem to 
indicate that tetracaine depresses cardiac activity, and 
perhaps in the presence of cardiac damage it is best 
avoided. On the other hand, patients who have had cor- 
onary occlusions and other heart insufficiencies, as shown 
by electrocardiogram, have tolerated tetracaine blocks 
without any difficulty. Also, because of this evidence of 
cardiac depression, perhaps intravenous or intracardiac 
administration of epinephrine may have been indicated 
in the case in which the patient died. However, to date 
we have not looked fondly upon its use. It would appear 
from the present toxic reactions that tetracaine tends 
to depress first the respiratory center and that deaths, 
when they occur, may be respiratory in nature. To date 
we have administered only oxygen to these patients by 
mask, maintaining a clear airway with an oral airway or 
an endotracheal tube. We have seen but one severe con- 
vulsion, and this stopped before a barbiturate could be 
started intravenously. However, had it continued, we 


4. Duran-Reynals, F.: Tissue Permeability and Spreading Factors in 
Infections: Contribution to Host-Parasite Problem, Bact. Rev. 6: 197, 
1942. McClean, D.: Studies on Diffusing Factors: Methods of Assay of 
Hyaluronidase and Their Correlation with Skin Diffusing Activity, Bio- 
chem. J. 37: 169, 1943. 


146 
51 


808 REGIONAL ANALGESIA—MOORE 


would have used small doses (50 to 100 mg.) of thio- 
pental to control the convulsion. We have not used vaso- 
pressors to maintain a blood pressure, as the blood 
pressure has not fallen to a dangerous level, except in 
the case in which the patient died. We feel that this death 
was caused by a faulty injection, probably subdural, with 
a block of the cardiac accelerator fibers and cardiac 
arrest. Had cardiac massage been feasible in this case, 
it would have been attempted; however, by the time it 
could have been instituted the critical period of three to 
five minutes would have been exceeded. 


SUMMARY 


Tetracaine (pontocaine*) has many advantages for 
regional procedures and may be the answer to our search 
for a more satisfactory local agent. It has all the require- 
ments listed by Labat for the ideal agent, with the excep- 
tion of rapid onset of analgesia when very weak solutions 
are used. This disadvantage is easily offset by its pro- 
longed anesthetic action. Tetracaine’s retarded onset of 
analgesia is noticeable only in nerve block or field biock 
analgesia, and, even then, this varies with the concentra- 
tion of the solution and accuracy of placement. When 
tetracaine is used for intradermal and subcutaneous in- 
filtration, almost instantaneous analgesia is produced. 

This series of cases, as well as others reported, indi- 
cates that tetracaine in large amounts is a safe local anes- 
thetic agent for nerve block or infiltration procedures. 
It also must be pointed out that in most cases every 
block in this series could have been performed ade- 
quately with approximately one-half of the tetracaine 
dosage employed. However, the large dosage was used 
to determine the safety of tetracaine. 

Fourteen reactions to tetracaine occurred in 2,500 
cases. Tetracaine reactions are not heralded by restless- 
ness, nervousness, and dizziness. They are often un- 
heralded and usually occur five to 15 min. after the 
completion of the block. They are characterized by 
drowsiness, shallow respirations, and apnea. Blood pres- 
sure and pulse rate usually do not vary. Careful obser- 
vation of these patients, as required with any other anes- 
thetic procedure, is essential. Reactions to tetracaine 
were combated with oxygen therapy only. However, if 
the blood pressure falls, it should be supported with 
vasoconstrictor agents, and only if convulsions are pres- 
ent and sustained or repeated should a barbiturate be 
administered intravenously. Should cardiac arrest occur, 
cardiac massage, if at all feasible, should be considered. 
There was one death which we feel was caused by faulty 
technique and poor selection, not to the drug in question. 

Vasoconstrictor agents do not alter the anesthesia pro- 
duced by tetracaine and may be omitted from the solu- 
tion at any time. Reactions from vasoconstrictor agents 
are treated in the usual manner, i. e., oxygen therapy 
and reassurance of the patient and, if the blood pres- 
sure becomes alarmingly high, administration of seda- 
tives, preferably 50 to 300 mg. of thiopental intrave- 
nously. 

Tetracaine gives a minimum of five hours of anesthesia 
when used for nerve block and local infiltration. 

Prolongation of therapeutic and diagnostic procedures 
is obviously of great importance and advantage; there- 
fore, tetracaine may be the drug of choice for this work. 
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Postoperative analgesia lasts from four to nine hours. 
This is of utmost importance in reducing postoperative 
complications and instituting early ambulation. 


There were no nerve palsies or areas of prolonged 
anesthesia in this series of cases. 


CONCLUSIONS 


The results of 2,500 regional analgesia procedures 
other than epidural or subarachnoid block are presented. 

This series of cases shows that tetracaine is a safe, 
desirable, local anesthetic agent when it is used in dilute 
solutions which are effective in producing adequate 
analgesia. 


Patients who have tetracaine reactions can be resusci- 
tated. 


Further study with tetracaine should be undertaken in 
order that a larger number of reports from various in- 
vestigators may be available. 


ABSTRACT OF DISCUSSION 
On Papers BY Drs. ADAMS, PENDER AND PUGH, AND MOORE 


Dr. JoHN J. Bonica, Tacoma, Wash.: The excellent results 
obtained in some patients who have excruciating pain due to 
malignancy, tic douloureux, pancreatitis, renal colic, causalgiac 
states, and many other disorders are very gratifying and often 
cause a great deal of enthusiasm on the part of both the referring 
practitioner and the regional anesthesiologist. It is important 
that these results do not cause us to become overenthusiastic, 
for unless we avoid the promiscuous use of diagnostic and 
therapeutic nerve blocks, we will become discouraged. It is 
important to realize the limitations inherent in this method and 
the great deal of time and patience entailed in its proper admin- 
istration. One must be willing to devote much more time to these 
patients than the average clinician can afford, and perhaps the 
fact that the anesthesiologist is able and willing to spend this 
much time has been one of the most important reasons why his 
medical confreres have relinquished this function to him. It is 
most important, as Dr. Adams has emphasized, that the patients 
are carefully selected. if nerve blocking is the procedure of 
choice, it is important that all those concerned are made to 
realize that the earlier the block, the better the therapeutic re- 
sults. In order to obtain optimum results in those patients who 
have been selected as suitable, the administrator must be thor- 
oughly familiar with the present concepts of pain mechanisms 
and the anatomic, physiopathological, and psychological factors 
involved in the various disease conditions. One must be expertly 
familiar with the technic of selectively blocking the involved 
nerve pathways. Constant practice, which can be done on fresh 
cadavers just prior to or during postmortem examinations, and 
frequent use of regional procedures for surgical anesthesia will 
improve the dexterity of the regional anesthesiologist. Haphaz- 
ard injection of nerves must be avoided or nerve blocking will 
be of little value. The results must be evaluated objectively by 
means of temperature and sudomotor studies, photographs, and 
x-rays. It is of the utmost importance that accurate detailed 
records are kept so that the results may be analyzed later, and 
conclusions derived therefrom. In the past five years two factors 
have contributed to better results in our cases. One has been the 
use of roentgenograms to aid in the proper placement of needles. 
Dr. Pender’s and Dr. Pugh’s timely paper expresses our views 
on this subject, and I hope it will stimulate those who have not 
availed themselves of this excellent aid to do so in the future. 
We have found x-rays of inestimable value in obtaining a 
clearer concept of nerve blocking and in teaching regional pro- 
cedures to residents, particularly in blocks of the gasserian 
ganglion, of the divisions of the trigeminal nerve, and in blocks 
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of the glossopharyngeal, vagus, and accessory cranial nerves. 
The other factor which has contributed in bettering our results 
has been the use of dilute solutions of tetracaine because its effects 
much longer blocks than procaine. To date we have employed 
and thoroughly investigated tetracaine in nearly 5,000 regional 
procedures other than spinal block and have arrived at the same 
conclusions as Dr. Moore has just presented. 


Dr. J. W. WINTER, San Antonio, Tex.: Diagnostic, prognostic 
and therapeutic blocks present a perplexing problem. A careful 
study of each patient before starting a block is essential. Over- 
looking metastic carcinoma, syphilis, or other degenerative dis- 
eases of the central nervous system, when they are the causative 
factor of pain, paresis, or circulatory disturbances, can be most 
embarrassing. Knowledge, experience, and diligent study, as well 
as careful technical execution of nerve blocks, will improve the 
number of satisfactory results. For best results treatment of 
intractable pain should be started as early as possible. Pro- 
crastination also tends to lead to loss of personality and addic- 
tion to narcotics, which reduces the chance of cure to almost 
zero. Alcohol should be reserved for blocking the trigeminal 
and sympathetic nerves and for intraspinal injection. Its use on 
peripheral nerves seems to be because of inexperience or the 
acquisition of some skill we do not possess. We find many cases 
in which pain has been alleviated with ammonium salts injected 
intraspinally or peripherally when it is of somatic nerve origin, 
but we cannot predict the chance of cure in a given case. Our 
results have improved since we have increased the concentration 
for peripheral nerves. Proper placing of the needles for any type 
of nerve block is necessary for success. Near hits frequently will 
be sufficient for successful analgesia if large quantities of local 
* anesthetic agents are used. Direct hits afe demanded for results 
when the use of smaller quantities is necessary, as indicated 
when an anesthetic agent is being used prognostically or for 
therapeutic alcohol blocks. X-ray is a poor substitute for knowl- 
edge and training in regional anesthesia. In fact, there are many 
blocks in which the unskilled and unsuspecting occasional re- 
gional anesthetist, falsely comforted by the assistance of x-ray, 
might cause disaster. If x-ray is used as a supplementary aid to 
blocks performed by a well-trained regional anesthetist, in- 
creased accuracy and better results can be expected. Frequently 
we desire longer-acting local anesthetic agents than procaine 
hydrochloride. It often wears off before maximum warming of 
an extremity occurs when it is used for sympathetic blocking in 
a room with controlled temperature, whether it be used on the 
ganglia or intraspinally. Tetracaine takes effect quickly enough 
to be used as a spinal agent, but it is rather slow as a regional 
agent. Therefore, for major surgery we usually use 1 Gm. of 
piperocaine (metycaine®) hydrochloride or procaine with 60 mg. 
of tetracaine added. Length of action is from three to five hours. 
For surgery lasting longer than three hours it seems logical to 
use tetracaine alone as the local anesthetic agent. Untoward 
reactions from tetracaine rarely occur, but when they do they 
last longer than those from procaine or piperocaine. It is ad- 
vocated that every one using these agents in the office or hospital 
keep a short-acting barbiturate and oxygen nearby for possible 
resuscitation. 


Dr. RICHARD H. Barrett, Hanover, N. H.: I am happy to 
hear Dr. Adams state that the anesthesiologist of today performs 
a great variety of functions in addition to clinical anesthesia. 
1 will go further; the anesthesiologist of today is the general 
practitioner of specialized medicine. The reason we have been 
successful in a lot of this work is that we have taken time to 
listen to these patients’ stories. Many patients have been diag- 
nosed as being “neurotic.” Anyone having a prolonged pain has 
good basis for his neurosis. One question asked frequently is, 
“How long will a block last?” The effect of a local anesthetic, 
even tetracaine, lasts not longer than five to, possibly, nine hours, 
and procaine lasts only three or four hours. The beneficial effect 
of block therapy is probably owing to its effect upon the sym- 
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pathetic rather than on the somatic nervous system. If alcohol 
is used, it must be dehydrated (“absolute”) and sterile (spores 
live in nonsterile alcohol). The use of roentgenograms in doing 
diagnostic and therapeutic blocks is ideal. There is a question 
of their necessity in connection with therapeutic blocks, per se, 
because of the expense involved in repeated procedures, and, as 
mentioned by Dr. Pender, many blocks can be evaluated ade- 
quately upon their therapeutic effect. Internists and surgeons 
should be educated to tell the patient that he may need a series 
of blocks, no just a block, especially after he has received in- 
numerable x-ray and diathermy treatments and alcohol block 
is not contemplated. The rational for using x-rays for the proper 
placement of block needles is comparable with its use for the 
proper placement of pins in bone-nailing procedures. The use of 
alcohol in nerve blocks should be a /ast resort, or a substitute for 
refused surgery, never a first resort. The practice of putting alco- 
hol in the sciatic nerve usually is contraindicated. Nine times 
out of ten so-called “sciatica” is a symptom, not a disease, and 
should be treated as such. The sympathetic nervous system is a 
dominant factor in pain; except for direct nerve trauma, is- 
chemia, or localized hypoxia, it is probably the basis of most pain. 
Relieve the ischemia, and you relieve the pain. Nerve tissue dis- 
likes ischemia. It makes this fact known via somatic or sympa- 
thetic nerves. We should attempt to reestablish the normal status 
quo, that is, normally functioning nervous tissue and—pardon 
the expression—avoid the use of anesthetic cosmetics, if we 
consider only the somatic system. Procaine has been beneficial 
through the years in blocking sympathetic nerves, allowing vas- 
cular release, counteracting ischemia and associated hypoxia, 
and allowing nervous tissue to function again normally. Only a 
few minutes or hours of anesthesia may be necessary to stop a 
vicious cycle. This can be done by repeated blocks. One prob- 
lem sometimes encountered is that of a surgeon wanting to do 
an operation under local anesthesia because of the poor-risk 
patient, believing that even block anesthesia may cause more 
trauma. I have seen surgeons operate on a “poor-risk” under 
so-called infiltration anesthesia and use almost a bucketful of 
procaine, believing this is causing less trauma or less toxic effect 
to the patient than block anesthesia. It is almost akin to a 
procaine bubble bath. 


Dr. JoHN W. PENDER, Rochester, Minn.: Dr. Lundy has sug- 
gested that I mention the technique which we have found useful 
in the injection of nerves with dehydrated (“absolute”) alcohol. 
The technique has been termed “spot wetting,” to rhyme with 
“spot welding” in other types of endeavor. If one intends to 
inject a nerve with, say, 2 cc. of dehydrated alcohol, the tech- 
nique is to inject 0.5 cc. at a time, rather than the whole amount, 
waiting for intervals of one to two minutes between injections. 
That is an attempt to confine the area in which the alcohol exerts 
its effect to the smallest diameter. In this way one can block only 


~ the nerves that are intended to be blocked, and not have the alco- 


hol spread to other nerves where it may produce undesirable 
effects. 


Narcotic Effect of Morphine.—After a few minutes there is an 
undefined feeling of general comfort. The mental faculties are 
agreeably stimulated, the brain seems more active and without 
any sense of oppression. Fantastic lights and glimmerings appear 
before the eyes. There is a desire to remain undisturbed, the 
slightest attempt at movement is a trouble. Questions are only 
answered indefinitely; glimpses of indistinct, agreeable visions 
appear. All these pleasant feelings, however, are of short dura- 
tion. The eyelids begin to droop, the individual who, in the previ- 
ous enjoyment of comfortable respose, was disinclined to move 
his limbs is now unable to do so. Every impulse which emanates 
from the brain for that purpose passes off without effect. The 
whole body feels heavy like lead. This is the last thing noticed, 
and soon afterwards the individual sinks into a profound sleep.— 
K. Binz, M.D., Lectures on Pharmacology for Practitioners and 
Students, New Sydenham Society, London, vol. 1, 1895. 
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ROUTINE EXAMINATION OF THE OCULAR FUNDI AS AN AID IN 
MANAGEMENT OF TOXEMIAS OF PREGNANCY 


Dan M. Gordon, M.D., New York 


Since the retinal arterioles tend to mirror and parallel 
the arteriolar changes in other vital organs, routine oph- 
thalmoscopy is essential in those pregnancies in which 
elevation of blood pressure or alterations in the renal and 
other studies indicate a possible deviation from the nor- 
mal course of pregnancy. 

A massive, and at times confusing, literature has arisen 
concerning the ocular findings in the toxemias of preg- 
nancy; confusing because some authors have failed to 
differentiate between those changes in the ocular fundi 
that eventually occur in all patients with persistent hyper- 
tension and the ophthalmoscopic findings that occur 
purely by virtue of the existence of a toxic process in the 
course of pregnancy, with or without evidence of pre- 
ceding cardiovascular-renal damage. 

From an ophthalmoscopic point of view the patients 
with toxemia may be divided into two main groups: 
those with no evidence of prior vascular damage and 
those with such evidence. More simply stated, the ques- 
tion is one as to whether the pregnancy is complicated by 
hypertensive phenomena or whether the hypertension is 
in danger of becoming further complicated by the preg- 
nancy. 

The first group may be subdivided into two subgroups: 
(1) women in whom the pregnancy has a toxic effect 
causing eyeground changes that may or may not recur 
with succeeding pregnancies and (2) women in whom a 
predisposition to cardiovascular-renal disease may be 
hypothesized and in whom the pregnancy acts as the 
mechanism that sets off a chain of events leading to 
permanent vascular damage. 

In those women (the second group) who evince signs 
of an already impaired vascular system an apparently 
normal pregnancy may serve to increase the residual 
postpartum hypertension slightly or not at all; whereas 
the intervention of a toxemia may increase the hyper- 
tensive state, as determined by postpartum examinations. 


RETINAL CHANGES SEEN DURING TOXEMIA 

The first sign of impending circulatory difficulty, seen 
in the retina of the toxemic patient, is a narrowing of 
some or all the arteries. Normally, the nasal arteries are 
narrower than the temporal, and hence such a narrow- 
ing may first be seen on the nasal side of the disk. In the 
healthy eye the caliber of the arteries as compared with 
the accompanying veins is as 2:3. During the stage of 
narrowing this ratio may become 2:4 or even 1:4. In 
determining this ratio it is important to compare the 
artery with its accompanying vein at the same level. This 
is best done by observing the temporal vessels, close to 
the disk, before either the artery or the vein has bifur- 
cated. For practical purposes the arteries in the retina 
may be considered as arterioles. 


From the New York Hospital, Cornell University Medical College. 
1. Wagener, H. P.: Retinitis of Malignant Hyptertension, Tr. Am. 


Pregnancy, ibid. 103: 1910 (Dec. 22) 1934. 


With the continuation of the toxemia a second stage, 
marked by localized spasms in one or more sites in one 
or more arterioles, is seen. These usually occur in the 
temporal arteries and usually fairly close to the disk. The 
affected vessel looks as though it has been pinched in one 
or more places. The spasm may be transient and may 
change sites frequently. The retina at the site of the 
spasm may be grayish or whitish or may look “wet.” It 
is my feeling that prognostically this type of spasm, with 
accompanying local retinal changes, is worse than that 
that has no such changes. Some authors feel that the 
spasms may occur simultaneously with the onset of the 
vessel narrowings. It is true that one occasionally sees the 
spasms without any significantly appreciable narrowing 
of an accompanying vessel. 

In my experience this is as 
significant as spasm plus nar- 


rowing. 
If termination of the preg- 
nancy takes place during 
the foregoing stages, perma- 
nent vascular damage is not 
apt to occur. Wagener’ 
states that ‘‘as long as the a 
lesions in the arterioles are 
definitely spastic [and not 
organic] if the condition of 
the patient is otherwise satis- 
factory it is safe to tempo- 
rize.” That statement does 
not compl inci i A B 
pletely coincide with 
an experience at the Lying- , Purely schematic drawing 
In Hospital (a unit of the cally. 4 indicates a “pinched” 
New York Hospital), since which the “apastic”™ 
my colleagues and I have 
seen at least one patient site of the spasm. 
whose ocular fundi showed 
only generalized narrowing of the arterioles (without 
any localized spasms), and who lost her baby six weeks 
before term and two days before delivery. This patient’s 
second pregnancy was uneventful, except for a blood 
pressure of 140/90. A cesarean section was safely per- 
formed about one week before term. It is quite probable 
that she would have had an uneventful delivery had 
she been permitted to go to term. We have seen fetal 
death occur during the stage of spasm without any evi- 
dence of progression of the retinal changes to the later 
stage of retinopathy (hemorrhages and/or transudates ). 
The following cases are illustrative. 


REPORT OF CASES 


Case 1.—M. L., aged 35, entered the Lying-In Hospital, a unit 
of the New York Hospital, on Oct. 16, 1946 in the twenty-eighth 
week of pregnancy. Her blood pressure was 140/90. Her eye- 
grounds were examined on October 17 and were reported as es- 
sentially normal fundi with the exception of some widening of the 
arterial “reflex stripes.” On October 20 some narrowing of the 
peripheral vessels was noted. Her blood pressure was never re- 
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corded as being over 148/110. The only significant finding in her 
general condition was a failure of the blood pressure to respond 
to bed rest and sedation. The fetal heart sounds were lost on 
November 4 and a stillborn infant delivered spontaneously on 
November 8. Two days later the patient’s ocular fundi appeared 
normal. 

She was readmitted March 16, 1948 about one week before 
term, with a blood pressure of 140/100. At that time her fundi 
exhibited slight widening of the arterial reflex stripes with no 
evidence of narrowing or spasm. Because of her age and prior 
experience it was deemed advisable to perform a cesarean sec- 
tion. This was done and a living 3,470 Gm. child delivered. 

CasE 2.—M. S. was seen in the Lying-In Hospital in 1946, when 
she had a 4% month spontaneous abortion. At that time her 
blood pressure was 150/110. She was seen again in October 1947 
with a history of having had her last menstrual period in July. 
She continued to be seen in the outpatient department, where she 
had a borderline blood pressure until Feb. 28, 1948, when her 
pressure was recorded at 170/110, which, it was felt, warranted 
admission to the hospital. It was thought that her fetus weighed 
in the neighborhood of 1,200 Gm. 

She was seen by several members of the eye department of 
the New York Hospital on March 5, when her arterioles were 
found to be narrowed, with several areas of spasm in the tem- 
poral arteries. The arteriovenous ratio was 1: 2, and the arteries 
were thin and transparent in appearance. On March 15 it was 
felt that the generalized narrowing of the arteries had increased. 


The next day we felt that the spasm was decreasing in intensity, 


and stated that we felt this to be a poor sign prognostically. On 
March 24 the fetal heart sounds were not heard. However, they 
were heard again on the next day and continued to be heard 
until March 28, when the sounds were lost. On March 30 we 
reported again that the arteries were more dilated with but slight 
residual local areas of spasm and again sounded a note of alarm 
over the prognosis for a live baby. On April 1 M. S. went into 
labor and was delivered of a macerated fetus, which was thought 
to have been dead for several days and which weighed 1,330 
Gm. The patient’s blood pressure had been recorded constantly 
around 140/90 with but one two-day rise to 160/110. 


This patient was the subject of many interesting dis- 
cussions during the course of her pregnancy. While most 
of the observers expressed the opinion that interference 
was indicated, all agreed that the fetus was so small as to 
have rendered survival questionable. The determining 
factor here was the apparent lack of size of the fetus. As 
it turned out, interference would have given the fetus 
more opportunity than did “watchful waiting.” 

Occasionally one sees patients in whom the narrowed 
or spastic arteries begin to show evidence of relaxation 
and return to normal caliber. It is our feeling that this is 
a prognostic sign of fetal death or impending fetal death. 
In such cases, if a fetal heart sound can still be obtained, 
immediate interference must be considered. While one 
cannot make hard and fast statements about interference 
under these conditions, it is my opinion that if there is a 
probability of securing a viable child at this stage our ex- 
perience would indicate that such interference must be 
given serious consideration. 

If the termination of pregnancy does not take place 
during the stages of narrowing and spasm, a third stage 
of vascular sclerosis ensues. This marks the beginning of 
permanent organic changes in the vascular system. It 
is not always possible to state just when this transition 
to an organic phase ensues or how long the period of 
narrowing and spasm can continue before sclerosis may 
be assumed to be present as a permanent change. It is 
my opinion, based on observations of many patients 
before and after sympathectomy for hypertension, that 
ideas of what constitutes “permanent changes” in blood 
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vessels will undergo considerable revision in the years 
to come. 

While this statement is undoubtedly correct, it is of 
little aid to the clinician who has an immediate decision 
to make in the desire to secure a live baby without at the 
same time permitting permanent vascular damage to 
occur to the mother. He would like to have some reliable 
sign to guide him in forming this decision, especially if 
he is dealing with a small fetus and desires to ascertain 
how much longer he can safely wait. It is obvious that 
in the present state of knowledge there is available no 
such definite sign to give him. 

In case 1 evidence of minimal arteriosclerosis was 
seen when the patient was admitted for her second preg- 
nancy, although her vascular condition had never gone 
beyond the stage of generalized narrowing when seen 
during her first admission. Whether she had had preex- 
isting minimal vascular damage prior to her first preg- 
nancy is not known. 

With continued pregnancy and narrowing and spasm 
the retina begins to show signs of ischemia with edema. 
This is first seen as grayish or fluffy areas streaming away 
from the disk along the course of the major vessels. This 
is followed by hemorrhages and transudates, forming the 
complete picture of the toxemic retinopathy of preg- 
nancy. A complete or incomplete star-shaped figure may 
be seen in the macula during this stage. It‘is possible that 
in an already hypertensive patient such a picture may 
occur without the preliminary stages having been seen. 
All writers on the subject agree that this picture signifies 
permanent vascular damage and, of course, indicates a 
need for immediate termination of the pregnancy. The 
Object of all treatment is to prevent the patient from 
reaching this advanced stage of retinopathy. Some pa- 
tients, if pregnancy is terminated early in this stage, may 
still be delivered of live babies. In this connection the 
following case is interesting. 

Case 3.—L. D., aged 29, was admitted to the Lying-In Hospital 
on May 31, 1946 with a severe preeclampsia beginning in her 
thirty-third week of pregnancy. Her blood pressure during her 
first two to three months of pregnancy was 120/80 with neither 
albuminuria nor other significant physical or urinary findings. 
Two weeks prior to admission she had had a slight amount of 
bright red vaginal bleeding. She had had frontal headaches and 
spots before her eyes for two to three days prior to admission. 
On admission her blood pressure was 185/120. I examined her 
on June 4. At that time her pupils were undilated. I reported 
edema of the retinas, dilatation of the veins, with ful! arteries 
and arteriovenous compressions. However, since the examina- 
tion was unsatisfactory, dilation of the pupils was ordered, and 
the patient was reexamined on the following day. The examina- 
tion disclosed blurring of the nasal disk margins, edema of the 
retinas, areas of spasm in some of the arteries but with no nar- 


rowing otherwise, some small deep hemorrhages and soft woolly 
transudates in the right macular area. 


This patient had large myomas of the uterus that made 
it impossible to hear the fetal heart sounds. As a result 
of the serious ocular findings it was decided to perform 
a cesarean section immediately. This was done and a 
live 1,750 Gm. baby delivered. 

I agree with Gibson * that there is a lack of parallelism 
between the degree of toxemia and the occurrence of a 
retinopathy. 


aca Gibson, G. G.: The Clinical Significance of the Retinal Changes in 
Hypertensive Toxemias of Pregnancy, Am. J. Ophth. 21: 22, 1938. 
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Wagger, Schiotz,* Hallum* and Masters * have all - 


indicated that if a retinopathy (stage of soft transudates, 


hemorrhages and edema) occurs prior to the twenty- 


eighth week of pregnancy there is only a 25 per cent 
chance of a live baby being born, even if the pregnancy 
is continued to the stage of viability, and an almost 100 
per cent chance of permanent circulatory damage to the 
mother. 

In rare cases a detachment of the retina, either uni- 
lateral or bilateral, may occur as a result of the signifi- 
cant intraocular edema which may be present. Here 
again most authors are in agreement that such an inci- 
dent is an indication for immediate termination of the 
pregnancy. After termination spontaneous reattachment 
of the retinas nearly always occurs. 

I find it impossible to agree with Cheney’s * conclusion 
that the arterial narrowing is due to the hypertension 
per se and not to the presence of an acute toxemia or 
nephritis. We have seen too many patients with hyper- 
tension in whom such narrowing was not observed and 
whose pregnancies were not complicated by the eye- 
ground findings observed in the toxemias and who have 
thus gone through to term uneventfully. Where prior hy- 
pertension has been present and has resulted in changes 
in the ocular fundi one can usually note such evidences 
(widening of the arterial light reflexes, compression of 
the veins or deflection of the veins at the arteriovenous 
crossings and others) unless a severe narrowing of all 
the vessels has taken place as a result of the toxemia, 
making it difficult to study individual vessel detail. I am 
in agreement with Hallum when he states that during 
the stage of narrowing the arterial light reflex loses its 
brightness. During this stage it is difficult to estimate the 
prior width of the arterial light reflex. 

Mussey * feels that there is a definite increase in the 
amount and severity of the eyeground changes which is 
proportional to the height and duration of the hyperten- 
sion. In my experience this change has not always been 
directly proportional to the height of the blood pressure. 
I have found severe spasm with a systolic blood pressure 
in the region of 140 to 160 and the diastolic in the 
neighborhood of 90. Alteration in the diastolic pressure 
is seemingly more important than in the more labile 
systolic. In at least one case I have observed an increase 
in a spasm that occurred in but one site in but one ves- 
sel while the blood pressure was dropping. In this case 
the drop in pressure was followed by a sudden severe 
rise; a cesarean section was immediately performed and 
a live baby secured. On the other hand, I have observed 
many patients with severer hypertension who exhibited 
practically no notable changes in the eyegrounds, and 
those patients have safely gone through their pregnancies. 


3. Schiotz, I.: Detachment of the Retina During Pregnancy, Norsk 
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OTHER OCULAR COMPLICATIONS OF PREGNANCY 

Although the object of this paper is the discussion of 
the ocular findings in the toxemias, it might be well to 
mention briefly the other ocular complications occa- 
sionally found during pregnancy. 

Many such complications have been reported, espe- 
cially embolic or thrombotic occlusions of the branches 
of the central artery of the retina, vitreous hemorrhages, 
acute inflammations of the choroid and retina, inflamma- 
tions of the cornea, uveitis, extraocular and intraocular 
muscle palsies, intraocular and retrobulbar neuritis, reti- 
nal detachments and amaurosis.® Night blindness, which 
has responded to therapy, has been reported in mal- 
nourished pregnant women. I have recently seen occlu- 
sion of the cilioretinal artery to the macula in one preg- 
nant woman and a chickenpox vesicle on the cornea in 
another. When optic neuritis is seen, it is usually termi- 
nal. One of Schiotz’ two patients with retrobulbar neu- 
ritis died, as did two of the three patients seen by 
Tillman.* Stander '° felt that hemorrhage in the retina 
occurring during pernicious vomiting of pregnancy was 
an absolute indication for termination. I have seen one 
.case, as has Stander, of a retinal hemorrhage occurring 
in a woman with severe vomiting without any other evi- 
dence of toxicity. Her vomiting ceased, the hemorrhage 
disappeared, and her pregnancy continued uneventfully. 
Such a case must be differentiated from one of pernicious 
vomiting. 

COMMENT 

All the carefully done eyeground studies in the tox- 
emias of pregnancy indicate that such competent studies, 
repeated as often as necessary, serve as a great aid in the 
management of these cases. Occasionally the decision as 
to interference must be made after but one or two ob- 
servations. Usually a longer period of observation is 
necessary and possible. Since the obstetrician usually 
sees his patients early in their pregnancy or even prior 
to conception, a study of the ocular fundi at the first . 
visit will often give him information that may later aid 
him in determining whether the hypertensive changes are 
complicating the pregnancy or being complicated by it. 
It is not the province of this paper to teach ophthalmos- 
copy; but it is important to point out that when possible 
the examinations should be done after the pupils have 
been dilated. This can easily be done with either 2.5 per 
cent neo-synephrine hydrochloride or 3 per cent pare- 
drine hydrobromide ophthalmic solution without incon- 
veniencing the patient. It is important to carefully follow 
out all the four major branches of the vessels. Fresh 
batteries and bulbs should be used, since important 
pathological conditions can easily be overlooked with a 
poor light. 

Since various patients react differently during their 
toxemias, with a few carrying live babies through in spite 
of fairly severe eye changes while others lose their babies 
during the stage of narrowing, it would seem advisable 
to consider interruption of the pregnancy as soon as 
pertinent eyeground changes are seen and verified by a 
competent observer if the fetus is viable. Watchful wait- 
ing in these cases too often may mean watching and 
waiting while the fetus dies, and the mother may be simul- 
taneously acquiring permanent vascular damage. Obvi- 
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ously, each case must be considered individually, and 
no hard and fast rules can be made. However, it is my 
feeling that in those cases in which the fetus is viable 
and the eyeground signs clearly show evidence of tox- 
emia little is to be gained by waiting, and the price of 
too prolonged waiting may be unusually high. Fetal 
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death, when it does occur, is so sudden as to render 
twelfth hour interference impossible. When it would seem 
that another week or two is necessary to secure a fair 
chance of fetal viability, the decision obviously. is de- 
pendent on all the various factors concerned in the indi- 
vidual case. 


HYPOGLYCEMIC REACTIONS TO INSULIN 


Samuel Benjamin, M.D., Washington, D. C. 


Hypoglycemia may be brought about by several con- 
ditions, among which are various glandular conditions. 
There is hyperinsulinism as a result of islet cell tumor 
of the pancreas, the hypoglycemia due to Simmonds’ 
disease of the pituitary, and hypoglycemia due to myx- 
edematous condition of the thyroid. In addition, we have 
the hypoglycemia due to liver dysfunction, and the func- 
tional hypoglycemia which is considered to be on an 
emotional basis. 

However we shall not consider these hypoglycemias 
here. We shall concern ourselves only with the so-called 
hypoglycemic reactions produced by the giving of ex- 
ogenous insulin in the treatment of diabetes mellitus. 

In all the previous mentioned hypoglycemias we start 
with a normal or below-normal fasting blood sugar. The 
glucose tolerance curve is either flat or below normal 
with one exception—the glucose tolerance curve of liver 
dysfunction. In that condition the curve bears a resem- 
blance to a diabetic curve in certain features, but the 
fasting blood sugar is usually normal. 

If we start with a normal or slightly elevated blood 
sugar we can see that a sudden drop need not be very 
severe to result in a low blood sugar level. The assump- 
tion is that the reaction itself is due to the lowness of the 
blood sugar level. 

Now if one considers the blood sugar levels in a dia- 
betic under insulin treatment, the conditions are not 
quite the same. The postprandial blood sugar levels are 
usually high and frequently there is nocturnal elevation, 
although under these conditions the fasting blood sugars 
may be normal. Under these conditions diabetics can 
and do have sudden marked drops in blood sugar levels 
without necessarily reaching hypoglycemic levels. In 
the presence of these circumstances there are insulin 
reactions. 

It is interesting to note that in an article published by 
Wauchope, entitled “Hypoglycemia, a Critical Review,” ' 
he reports a case from Payne and Poulton of a diabetic 
46 years of age in whom a fall from a 0.320 to a 0.280 
mg. blood sugar level regularly produced symptoms. He 
also reports a case from Harrison in which the patient 
exhibited no symptoms despite a fall of blood sugar level 
from 0.328 to 0.053 mg. in five hours. Harrison made 28 
estimations of blood sugar levels on 1-1 children under 
12 years of age. Despite the fact that the levels were 
less than 0.050 mg., the lowest being 0.028 mg., there 
were no symptoms of insulin reactions. 

Rice has observed one diabetic with a blood sugar too 
low to be read, walking around. I have observed a simi- 
lar patient. Both patients were juvenile diabetics. 


From various observations and reports, it seems that 
insulin reactions are based not on low blood sugar levels 
but rather on rapidity of drop, although in a good many 
cases there may be both. 

It is vital that these facts be universally known in order 
to facilitate prompt and accurate recognition of insulin 
reactions. One must not be misled by the higher blood 
sugar levels. I believe, in view of the above facts, that we 
would be more nearly correct in discarding the termi- 
nology of hypoglycemic reaction as applied to the dia- 
betic and substituting the terminology of insulin reac- 
tion, insulin shock, and insulin coma. 

If we delete the term hypoglycemia, we are not so 
likely to be misled in cases in insulin reaction when the 
blood sugar is not at a hypoglycemic level. It is true that 
the chances of high blood sugar in insulin coma are small. 
However in overlooking an insulin reaction with a rela- 
tively high blood sugar, one may put the patient into 
insulin coma by the giving of insulin instead of glucose. 

Let us consider the urinary findings in insulin reaction 
as an aid in diagnosis. We have been accustomed to be- 
lieve that the urine should be negative for sugar and 
acetone in insulin reactions. When this is so, these find- 
ings aid in the diagnosis. However, we should not rely on 
them alone, for it is possible to have insulin reaction not 
only in the presence of glycosuria but also in the presence 
of acetone. This is true particularly in the transitional 
state when a patient is being treated for diabetic aci- 
dosis or coma. 

We shall now consider the diagnosis, symptoms and 
treatment of insulin reactions. Most important is the 
early recognition of the reaction. Sudden onset is usually 
characteristic. Symptoms vary greatly. The so-called 
classic symptoms are sweating, hunger, internal tremor 
(subjective), external tremor, weakness, and nervous- 
ness. Some of the nonclassic symptoms are diplopia, 
blurred vision, headache, parasthesias, motor aphasia, 
muscular twitchings, anginoid attacks, nausea and vomit- 
ing (protamine zinc insulin), and bizarre psychic phe- 
nomena. 

Symptoms not only vary greatly in different patients 
but also vary greatly in the same patient. The following 
cases are illustrative. 

Case 1.—Mrs. E. McD., aged 28 years, has been a known 
diabetic for two years. At various times, her insulin reactions 
have caused hysteria and screaming—a feeling that she was los- 


Delivered at the Third Annual Clinical Session of the American Medi- 
cal Association, Washington, D. C., Dec. 7, 1949. 

1. Wauchope, G. M.: Hypoglycemia, a Critical Review, Quart. J. Med. 
27: 117 (Jan.) 1933. 
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ing her mind (this was while she was taking regular insulin). 
Since she has been taking protamine zinc insulin, her reactions 
have simulated intoxication with staggering. The patient spilt a 
quart of milk on the floor and spent an entire afternoon mopping 
it up with a potholder. At another time she had no symptoms of 
reaction except to attempt opening a door by using a match in 
the keyhole. On occasion she has no warning but becomes un- 
conscious. Her reactions at present occur during sleep. There 
are no sweaty reactions during the day, but they do occur at 
night. She has no memory of these symptoms at any time after 
the reactions. 


CasE 2.—Mrs. D. S., aged 25, has had diabetes for 20 years. 
This patient’s description of her varied reactions is most graphic. 

“On several different occasions I have been sitting in the office 
typing, and, for no reason at all, my teeth would start to chatter, 
and would soon sound like rapid machine-gun fire. After drink- 
ing some orange juice, they would stop. However, when this 
happened the first time I had to call the doctor before I would 
take any orange juice. Now, I know better. 

“While watching the feature of a movie, | would suddenly 
find myself seeing twice as many characters on the screen as 
there should be, and on closing one eye, I would see the correct 
number. At times like this I generally sit with one eye closed for 
several minutes, until it becomes tiresome, and I then realize 
that I should eat some sugar, and do so. Seeing double would 
be the only symptom I would have on such occasions. 

“Under ordinary circumstances I know that I am a very 
stubborn person, but under the influence of insulin I know that 
I can be twice as stubborn. At such times I will refuse to drink 
orange juice, and when someone brings it to me, I just look at it, 
clench my teeth and shake my head. However, after a lot of 
coaxing and a certain amount of firmness, I will finally drink it 
down and then probably ask for more. I don’t know whether I 
distrust the person who is trying to help me, or whether I don’t 
believe it is orange juice, or what—but I do know that I stub- 
bornly refuse to drink it... . 

“A frozen, tingling sensation around my nose, mouth and 
tongue happens to me quite frequently. It is a feeling such as 
you get when the dentist gives you novocaine before working on 
a tooth. I have also had my whole hand stay numb for days on 
end, and yet I would not think I had a reaction. This sort of 
sensation always lasts for quite a while after I get over the 
reaction. 

“One of my most recent reactions was, I think, the most 
peculiar. It happened one Saturday afternoon just a short time 
after I had finished lunch. | was sitting in the living room read- 
ing, and suddenly started to feel light-headed. I stopped reading 
and continued to sit where I was, but I seemed to get more light- 
headed by the second. Not knowing what was wrong, and again 
not thinking of an insulin reaction, I stood up, thinking I would 
go to my room and lie down, but I couldn’t take more than a 
couple of steps, for I just seemed to fall apart. And I fell com- 
pletely apart! My legs I was sure were about two feet out in 
front of me, my head was dancing somewhere above me, and 
when I reached out to grab the wall, my arms being off, they 
were of no use whatsoever either, so I yelled for help, and my 
roommate caught me just as I was slipping down the wall. Some- 
how or other, she managed to get me to my room and onto the 
bed. She then called the doctor and told him that I said I was 
falling apart. By this time I was crying desperately and repeating 
over and over again that I was falling apart. The doctor ordered 
orange juice, and after two glasses of it, I gradually collected my 
scattered wits and limbs, and upon checking, found that my 
arms, legs and head were all attached and exactly where they 
should be. The best way I can think of to illustrate this feeling 
is by mentioning a skeleton, of which I am sure almost every- 
one has seen cartoons, where it dances in a very grotesque 
fashion—usually to the tune of ‘The Dance Macabre’—wherein 
it rattles around and all the bones fall apart, and then it becomes 
completely disjointed and then comes together again. That is 
exactly how I felt, for with my head bouncing around in the 
air, | just couldn't control my arms and legs.” 


The blood sugar level may be low, normal or high. 
The urine may be negative for sugar or may have glucose 
or even acetone. If we remember all these facts and that 
symptoms are very variable, that the classic symptoms 
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may be absent, and that sweating which is considered 
one of the most constant symptoms, may be entirely 
absent, many insulin reactions will not be overlooked. 
In addition, we must never forget that insulin reactions 
enter into the psychic realm and may be manifested by a 
psychic disturbance ranging from hysteria to mania. 

If we follow the rule, “In known diabetics under treat- 
ment with insulin, any psychological deviation may be 
an insulin reaction,” and institute treatment, we will 
avoid many accidents and tragedies. 

The clinical knowledge of insulin reactions in general 
and the specific knowledge of a patient’s reactions to 
insulin are the best criteria for the diagnosis of insulin 
reactions. If the laboratory findings fit in, accept them; 
otherwise reject them. 

It should be remembered that giving glucose'will do 
no great harm in an impending acidosis, but that giving 
insulin to a patient in insulin reaction may mean perma- 
nent brain damage and/or death. 

In the treatment of insulin reactions, the promptness 
of treatment determines the degree of recovery. Sugar or 
fruit juice should be administered as soon as the reaction 
is recognized. Do not delay; coma may develop rapidly. 
During the precoma state, the patient may become re- 
fractory to taking anything by mouth after a wait of only 
a few minutes. This is part of the insulin reaction. When 
the patient is taking a slow-acting insulin, bread and 
milk should be given after the fruit juice. The carbo- 
hydrates of the latter are not so quickly absorbed. Intra- 
venous administration of dextrose may be necessary in 
addition to oral ingestion of sugars, as patients often do 
not respond as quickly to orally ingested sugars alone. 
The effects of prolonged hypoglycemia on the brain are 
not always relieved by bringing the blood sugar level 
back to normal or above. In my own experience I recall 
a patient who lost his ability to articulate during an 
insulin reaction. In spite of the fact that his blood sugar 
level was permitted to rise to 0.387 mg., this sign lasted 


for five days. é 
SUMMARY 


Hypoglycemia is a misleading term for the abnormal 
reaction of a diabetic to insulin. It is recommended that 
this term be replaced by insulin reaction, insulin shock, 
and insulin coma. The principal criterion for diagnosis 
of these conditions should be clinical observation based 
on a good knowledge of insulin reactions in general and 
a specific knowledge of the reactions of the individual 
patient, plus the laboratory findings only if they fit into 
the picture. 

Glucose given in impending acidosis or coma can do 
little harm compared to the inestimable damage that may 
result from giving insulin in insulin reactions. When in 
doubt, always give glucose. 


Farragut Medical Building. 


The Medical Triangle.—The three sides of the medical triangle 
are made up of the doctor, the patient and the disease. Success 
in the medical profession is largely dependent upon the relation 
of these three sides. One of the dangers of modern institutional 
medicine is the over-emphasis of the positive facts concerning 
the disease, to the exclusion of the human sufferer and the sup- 
pression of the interaction between the personalities of the doctor 
and the patient. In some kinds of private practice the reverse 
may be the case.—British Journal of Physical Medicine, Janu- 
ary, 1951, page 15. 
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CLINICAL NOTES 


ALKAPTONURIA 
Carl L. Mauser, M.D., Oakland, Calif. 


Alkaptonuria is a rare disease of very little clinical 
importance except that it may be confused with other 
conditions, particularly glycosuria of diabetes mellitus. 
The etiological factor is apparently due to an inborn 
error in protein metabolism resulting in the excretion of 
homogentisic acid in the urine. The two amino acids 
which have been incriminated as the source of abnormal 
metabolism are tyrosine and phenylalanine. These two 
amino acids are the source of homogentisic acid. The 
clinical manifestations of alkaptonuria were first de- 
scribed by Marcet' in 1823. However, the nature of 
the reducing material in the urine was first recognized by 
Marshall.* The condition is thought to be hereditary; 
however, this is not always proved. The patient with 
alkaptonuria usually has no clinical manifestations un- 
less he has pigmentation of the cartilages, then called 
ochronosis. The condition is felt to be completely benign. 
The urine on standing becomes alkaline and gradually 
turns brown to black with oxidation of the homogentisic 
acids. Homogentisic acid itself reduces alkaline solutions 
such as Benedict’s or Fehling’s and may thus be mistaken 
for glycosuria. It does not, however, reduce an alkaline 
bismuth solution, such as Nylander’s reagent. Homogen- 
tisic acid forms a black precipitate when 10% sodium 
hydroxide solution is added to urine containing it. Other 
tests which may be of benefit are that homogentisic acid 
does not ferment yeast, and it does not rotate polarized 
glucose, but with the addition of dilute ferric chloride 
solution a transitory deep blue color is formed until 
oxidation is complete. 

Another simple test for the presence of homogentisic 
acid depends upon the relationship of hydroquinone. A 
drop of urine which has been made alkaline is placed 
on sensitized photographic paper; the paper immediately 
becomes black. This color change does not occur with 
normal urine constituents. 


SYMPTOMATOLOGY 

There is a triad of symptoms which sometimes are 
recognized: (1) pigmentation of the scleras and ears; 
(2) dark color of the urine; (3) arthritis. 

The pigmentation lies in the fibrocartilagenous struc- 
tures, the scleras, the center external cartilages, the ten- 
dons, and the skin. In a good many cases, the scleras 
take on a diffuse gray color and frequently a semilunar 
or V-shaped patch of pigmentation occurs in both 
scleras. Sometimes this pigmentation acquires the size of 
a bean and is situated midway between the margin of 
the cornea on the outer or inner canthus. This color may 
vary from deep brown to black. 

The pigmentation of the cartilages and fibrous tissues 
is visible only in certain locations, the most char- 
acteristic of which is the ear. The skin of the face may 
be involved and often is described as a coffee-colored 
pigmentation. In other cases there is a uniform yellow- 
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brown color with intensification over the cheeks. In some 
cases the color of the skin has been described as “pure 
melanosis, just as if a patch of the blackest Negro skin 
had been inserted.” 

Arthritis, usually of a hypertrophic type, is very fre- 
quent in alkaptonuria. The bony changes may be indis- 
tinguishable from those of osteomalacia, except for the 
absence of pigments in the latter disease. Alkaptonuria, 
or ochronosis, usually runs a chronic course over many 
years and terminates usually with some affection of the 
arterial system. However, prognosis is good for life ex- 
pectancy. Treatment is usually one of prophylaxis, such 
as the avoiding of prolonged use of phenol preparations. 
Being either a congenital or a familial disease, alkapto- 
nuria can be prevented only by forbidding intermarriage 
in affected families. 


REPORT OF A CASE 


The patient was a white boy aged 8 years, first seen Feb. 14, 
1950, after a physician in a neighboring city had found that 
the child had sugar in his urine. It is of some interest to know 
that three years prior the youngster was treated for diabetes 
mellitus for a period of several months. Why treatment was 
discontinued is not known. Reactions of the urine to Benedict's 
solution apparently were all black, but no blood sugar deter- 
minations were made at that time. On the day prior to my 
seeing the youngster for the first time, he was taken to a physi- 
cian because of a cold and a urinalysis revealed a reaction to 
Benedict’s solution. He had no symptoms referable to diabetes. 
There was no polyuria, polydypsia, or polyphagia. He had lost 
no weight and had no thirst; there was no blurring of vision; 
his skin texture was normal, and he healed normally. There was 
no known history of diabetes on either the maternal or the 
paternal side of the family. The child gave a history of frequent 
head and chest colds throughout the year which were usually 
quite prolonged. A review by systems otherwise was essentially 
noncontributory. 

Physical examination.—The patient was a rather dusky-com- 
plexioned, white boy of 8 years who was well nourished. He 
weighed 69 Ib. (31.3 kg.). The pupils of the eyes were regular 
and equal and reacted to light. The scleras and conjunctivas 
were slightly injected. The disks of the fundi were sharp; the 
vessels were normal; there were no infiltrations or hemorrhages 
elicited. The mucous membranes of the nose were pale and 
boggy; ventilation was limited bilaterally, and there was a good 
deal of discharge posteriorly. The teeth were in good repair and 
were normal for the child’s age. There were no caries. The pos- 
terior pharynx was clear, and the tonsils had been extirpated. 
The tympanitic membranes were normal but slightly retracted. 
There was no adenopathy in the neck. The chest was symmetri- 
cal, resonant and well clothed. The lungs were clear to percus- 
sion and auscultation. The left border of the heart was in the 
midclavicular line in the fifth left interspace. The pulse rate 
was 88. There were no murmurs or thrills elicited. His reflexes 
were physiological. The abdomen was soft and scaphoid. There 
were no palpable abnormal masses or viscera, and tenderness 
was noi elicited. The genitals were normal; the testicles were 
both in the scrotum. The axillas were normal. 

Laboratory studies revealed the following values: 

2/14/50.—Blood sugar (micro method), 117 mg./100 ce. 

2/15/50.—Glueose tolerance (micro method): 
Fasting 98 mg./100 ec.; urine, dark green 
30 min. 170 mg./100 ce. urine, dark green 
60 min. 158 me./100 ee.; urine, dark green 
2hr. 128 mg./100 ec.; urine, dark green 
3hr. 116 mg./100 ce.; urine, dark green 
2/17/50.—Blood sugar (micro method), 108 mg./100 ec. 
3/ 4/50.—Blood sugar (micro method), 127 mg./100 ee. 
Urine turned black on standing. 

He was tested for homogentisic acid in his urine, with both 
the 10 per om, chloride test and the 10. per cent sodium 
hydroxide test éliciting positive reactions. 


1. Marcet, A.: Tr. Med.-Chir. Soc. Edinburgh 12: 37-45, 1822-1823. 
2. Marshall, J.: M. News 50: 35, 1887. 
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The youngster was given skin tests with all the important 
foods and inhalants and gave reactions to many inhalants which 
were indigenous to his environment, which undoubtedly had a 
good deal to do with his frequent colds. 


This case has been reported because of its academic 
interest and its severity. This child did not manifest the 
articular reactions frequently seen in this condition but 
did manifest the urinary and pigment changes in the skin. 
He had been treated for diabetes mellitus and it can be 
seen that it is possible to confuse these two conditions. 
When diabetes mellitus is suspected, certainly a blood 
sugar determination should be done. As the prognosis is 
good for normal span of life, no treatment is indicated. 


400 Twenty-Ninth Street. 


NONTHROMBOCYTOPENIC PURPURA 
CAUSED BY MENTHOLATED CIGARETTES 


Benjamin Highstein, M.D. 
and 


Israel Zeligman, M.D., D. Med. Sci., Baltimore 


Menthol is a very useful and nontoxic drug prescribed 
mainly for its analgesic properties. It is used frequently 
for dermatoses because of its anesthetic and cooling 
effect and in the form of nose drops or sprays, cough 
drops, and medicated cigarettes for rhinitis, pharyngitis, 
laryngitis, and bronchitis. Like other essential oils, it is 
also used occasionally as a carminative. 

Menthol causes relatively few allergic reactions. It is 
a well-recognized cause of the eczematous contact type 
of dermatitis, but in a study of the literature we were un- 
able to find any other allergic reactions recorded. 

The present report is that of a case of nonthrom- 
bocytopenic purpura caused by menthol present in 
medicated cigarettes. “ “Kool cigarettes ' are cigarettes 
containing U.S.P. grade menthol added to a blend of 
domestic Bright and Burley tobaccos and imported 
Turkish tobaccos.” They are used by smokers because 
of the cooling effect of menthol on the mucous mem- 
branes of the mouth and pharynx. 


REPORT OF A CASE 


A. S., a white housewife and charwoman, aged 36, was first 
seen June 6, 1949, because of a generalized rash. The family 
history was essentially noncontributory except that her mother, 
aged 65 years, had Méniéres disease. She, herself, had always 
been well, except for chronic frontal sinusitis of 15 years’ dura- 
tion. She had never previously had dermatoses or allergic 
manifestations. 

The eruption had begun rather insidiously in November, 1948, 
with only a few scattered lesions on her arms and legs. By 
March, 1949, the asymptomatic rash had spread rapidly and 
profusely. She was a well-nourished, rather plethoric white 
woman in no obvious discomfort. Except for the eruption, the 
physical examination was completely noncontributory. 

The eruption was symmetrically distributed over the hands, 
forearms, arms axillary folds, thighs, and legs. Hundreds of 
purpuric macules varying in size from 1 to 5 mm. were present. 
Telangiectatic macular lesions were also present on the palms, 
palmar surfaces of the fingers, the nose, cheeks, and upper 
chest. No mucous membrane lesions were noted. The clinical 
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impression was purpura. Biopsy of a lesion on the forearm was 
consistent with purpura; there was hemorrhage into the cutis 
with edema and some diffuse as well as perivascular cellular 
infiltration consisting mainly of lymphocytes with a few mono- 
nuclear cells. 

The erythrocyte count was 5 million per cubic millimeter 
with a hemoglobin value of 14.5 gm. per 100 cc. (equal to 
100%). The leucocyte count was 14,000 per cubic millimeter, 
with a differential count of mature polymorphonuclear leuco- 
cytes, 68%; small lymphocytes, 20%; large lymphocytes, 9%; 
and eosinophiles, 3%. Platelets numbered 180,000 per cubic 
millimeter and the bleeding time 5 min. 15 sec. The coagula- 
tion time was increased to 12 min. and the erythrocyte fragility 
test was abnormal with hemolysis at 0.46 to 0.4% saline solu- 
tion (normal 0.44 to 0.34% saline solution). 

Our clinical impression was that of a nonthrombocytopenic 
purpura. Every effort was made to investigate a possible drug 
etiology. She denied all recent medication, but admitted to 
rather large doses of acetylsalicylic acid years ago for sinusitis. 
Late in February, 1949, long after the eruption had appeared, 
she had taken a proprietary medication containing quinine, 
acetylsalicylic acid, ephedrine sulfate, magnesium hydroxide, 
caffeine citrate, and sodium salicylate for only two days. 

The patient was treated with vitamin K, rutin, and ascorbic 
acid without improvement for two weeks. On July 1, 1949, 
she mentioned that she had been smoking one to two packs of 
kool® cigarettes since September, 1948, two months prior, to 
the appearance of her eruption. Kool® cigarettes were then 
interdicted, and at the same time she resumed the smoking of 
nonmedicated cigarettes. The eruption had improved approxi- 
mately 75% when seen Aug. 2, 1949 and had completely disap- 
peared when examined Aug. 22, 1949. A hemogram at this 
time was normal with normal blood coagulation time and 
erythrocyte fragility test. 

On Sept. 1, 1949, with her skin normal, she was begun on a 
test dose of menthol, 1 grain (60 mg.) three times daily, for a 
period of 14 days. Upon examination Sept. 15, 1949, the pur- 
puric eruption had recurred on the upper and lower extremities, 
about a third as profusely as when originally seen. At this time 
the coagulation time had again increased to 9 min. with the 
remainder of the hemogram normal. The drug was discontinued, 
and by Oct. 15, 1949, the purpura had disappeared and the blood 
coagulation time had returned to normal. 

The patient thereupon was instructed to resume smoking the 
mentholated cigarettes, and by Dec. 23, 1949, some purpuric 
lesions had reappeared on the upper and lower extremities and 
on the face. Discontinuing the medicated cigarettes and sub- 
stituting nonmentholated cigarettes again resulted in complete 
disappearance of the eruption when seen Jan. 18, 1950. Since 
then she has had a mild recurrence on her face and extremities 
when she smoked a pack of kool® cigarettes daily for several 
weeks. 

When last seen, Oct. 1, 1950, the patient had not smoked 
kool® cigarettes for the past three months and showed no evi- 
dence of purpura. 

SUMMARY 

A case of nonthrombocytopenic purpura caused by 
mentholated cigarettes is reported. The rash first ap- 
peared about two months after our patient began 
smoking one to two packs of mentholated cigarettes 
daily. The eruption disappeared when she discontinued 
smoking the medicated cigarettes, and it was experi- 
mentally reproduced when she ingested 1 grain (60 mg.) 
of menthol three times daily, and also on several occa- 
sions when she resumed smoking the mentholated 
cigarettes. The only consistent hematologic abnormality 
which paralleled the purpuric eruption was an increase 
in the blood coagulation time. 

Our review of the literature revealed no other such 
case reported. 


121 S. Highland Avenue, 24. 
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COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


REPORT OF THE COUNCIL 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following report. 


The Council wishes to express its appreciation for the valu- 
able cooperation of the Advisory Committee on Audiometers 
and Hearing Aids for its expert services. The Committee mem- 
bers are Drs. Gordon Berry, Richard K. Cook, Hallowell Davis, 
Kenneth M. Day, Edmund P. Fowler, Isaac H. Jones, Dean M. 
Lierle, M. H. Lurie, Douglas Macfarlan and C. Stewart Nash. 


HowarpD A. CarTER, Secretary. 


AUDIOMETRY AT HIGHER FREQUENCIES 


The Advisory Committee on Audiometers and Hearing Aids 
wishes to call the attention of all those engaged in audiometry 
to certain facts concerning sounds above 6,000 cycles per sec- 
ond. The facts seem to be generally unknown or overlooked and 
may cause unfortunate errors of screening, prognosis and diag- 
nosis. The facts are: 


(a) There is no accepted normal threshold of hearing for any 
frequency above 8,000 cycles per second (cps.).! 

(b) The currently accepted normal threshold of hearing for 
8,000 cps. is under criticism and will undoubtedly be revised 
if sufficient reliable data to support the current criticisms are 
accumulated. 

(c) In view of the uncertainty about the correct normal value 
for 8,000 cps. any extrapolation of the normal threshold curve 
to higher frequencies can be considered as only a very rough 
approximation. 

(d) The scatter (standard deviation) of thresholds at 8,000 
cps. and at 4,000 cps. is considerably greater than at lower 
frequencies. 

(e) Physical measurements of the pressure output of an audi- 
ometer earphone begin to be difficult and uncertain at 6,000 
cps. and are very unreliable at 12,000 cps. (American Standard 
Method for the Coupler Calibration of Earphones, Z24.9-1949.) 
This is due to purely physical ? relationships between the wave- 
lengths of the high frequency sounds and the necessary dimen- 
sions of the “coupler” in which the acoustic pressure is 
measured. 

(f) At frequencies above about 8,000 cps. current audiometer 
earphones are relatively inefficient and are also subject to large 
variations from one receiver to another, even among those of 
the same model. 

(g) Resonances within the ear canal are very important at 
high frequencies and these resonances vary with the size and 
shape of the canal and also with minor changes in the place- 
ment of receivers over the ears. For example, in a recent test 
in a referee laboratory a systematic difference of several decibels 
was introduced by a slight variation in the thickness of the rub- 
ber cushion over the face of the receiver. 

For these various reasons the Advisory Committee on Audi- 
ometers and Hearing Aids has added a new stipulation to its 
minimum requirements for pure tone audiometers for diag- 
nostic purposes, and also for screening audiometers, regard- 
ing any test frequencies above 8,000 cps. as follows: If any 
such frequencies are provided as test frequencies it must be 
clearly indicated on the audiometer that any measurements made 
at such frequencies are only rough approximations. In the 
opinion of the Committee such high frequencies in an audi- 
ometer are only of qualitative value and it is misleading to record 
in decibels any hearing losses above 8,000 cps. This situation 
is not likely to be improved by advances in the art or science 
of acoustics since it depends in large part on biological vari- 
ability in the anatomy of the ear canal as well as on certain 
inescapable physical relationships that involve the wavelength 
of sound. The Advisory Committee further recommends caution 
in the interpretation of hearing losses determined at 8,000 cps. 

Implicit in these propositions is a fundamental criticism 
of any screening test that employs frequencies above 6,000 cps. 
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The Adviscry Committee on Audiometers and Hearing Aids will 
not recommend acceptance by the Council on Physical Medicine 
and Rehabilitation of any apparatus designed to employ fre- 
quencies above 6,090 cps. The Advisory Committee therefore 
suggests that users of audiometric tests reexamine their tech- 
nics and instruments with care and determine whether or not 
these can be restandardized using the frequency 6,000 cps. in 
place of the higher ones. 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following reports. 


Howarb A. CarTER, Secretary. 


SILICONE BOUNCING PUTTY ACCEPTED 
Manufacturer: General Electric Company, Waterford, N. Y. 


Distributor: S. R. Gittens, 1620 Callowhill Street, Phila- 
delphia 30. 


Silicone Bouncing Putty is recommended by the manufacturer 
for therapeutic exercise of the fingers. It is marketed in cans 
each containing 2 ounces (57 Gm.) of the substance. It is a mem- 
ber of the silicone family, a class of organic compounds in which 
certain carbon atoms are replaced by silicon atoms. It is gen- 
erally assumed that in the oily, greasy, rubbery and putty-like 
members of this class there are molecular chains consisting of 
alternate silicon and oxygen atoms thus: -O-Si-O-Si-O-. Th 
silicon atoms, being quadrivalent like carbon, furnish attach- 
ments for side-chains containing carbon and other elements. 


Its physical properties are unusually independent of tempera- 
ture and unusually dependent on time. Given time, the Bounc- 
ing Putty flows like a liquid, and its viscosity at the boiling point 
of water is little different from its viscosity at subzero tempera- 
tures. But if struck suddenly, or if dropped on the floor, it 
bounces with an extraordinary resilience. It is not decomposed 
by the process of autoclaving ordinarily used in sterilizing surgi- 
cal materials. 

The substance is marketed simply with the claim that it is 
useful in some kinds of therapeutic exercise for the hands. The 
Counci! on Physical Medicine and Rehabilitation obtained evi- 
dence that this claim was justified, and voted to include Silicone 
Bouncing Putty in its list of accepted devices. 


THERA-PLAST ACCEPTED 


Manufacturer: Thera-Plast Co., 154 Nassau Street, New 
York 3 


Thera-Plast is a silicone (compound of carbon, oxygen and 
silicon) proposed for use in therapeutic exercises for the hands. 
While some compounds of the silicone group are oily or rub- 
bery, Thera-Plast is a semi-solid which at first sight resembles 
putty. It differs from putty in two respects, however. On the 
one hand it is distinctly liquid, and slowly spreads outon a flat 
surface or takes the shape of its container; on the other, it is 
extremely resilient to sudden shocks and, if it is not shattered, 
will bounce like rubber. It is practically unaffected, either physi- 
cally or chemically, by water at freezing and boiling tempera- 
tures. It is supplied in tins containing 57 Gm. (2 ounces) of the 
silicone. 

As a material for therapeutic exercise it differs from putty in 
that it will yield even to the weakest pressure if given time. It 
also differs from rubber objects of various forms in that it does 
not retain any given shape for more than a few seconds. 

From sources acceptable to the Council evidence was ob- 
tained that this substance was useful in some types of therapeutic 
exercise. The Council on Physical Medicine and Rehabilitation 
voted to include Thera-Plast in its list of accepted devices. 


1, Minimum Requirements for Acceptable Pure Tone Audiometers, 
J. A. M. A. 140: 1095 (July 30) 1949, 

2. Beranek, L. L.; Romanow, F. F.; Morrical, K. C.; Anderson, L. J.; 
Bauer, B. B.; Cook, R. K., and Wathen-Dunn, W:: Americ rican Standard 
Method for the Coupler Calibration of Earphones Z24.9—1949 (Abridged), 
J. Acous, Soc. America 22: 602, 1950. 


3. Wiener, F. M., and Ross, D. A.: 2 SS 
Auditory Canal in a Progressive Sound Field, J. Acous. » America 
18: 401, 1946. 
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THE ATLANTIC CITY MEETING 


Elsewhere in THE JOURNAL are an abstract of the Pro- 
ceedings of the House of Delegates and a review of some 
of the other activities at the recent annual session of the 
American Medical Association. This meeting, which was 
held in Atlantic City, was attended by approximately 
12,000 physicians, who, with their families, helped swell 
the total registered attendance to more than 32,000. The 
scientific programs and descriptions of the technical ex- 
hibits were listed in an earlier issue of THE JOURNAL 
(April 14, 1951). Many of the papers that were pre- 
sented at the Section meetings will appear in coming 
issues of THE JOURNAL, but some months necessarily will 
elapse before all the communications that are accepted 
for publication in THE JOURNAL can appear in print. 
Some of the papers that do not appear in THE JOURNAL 
will be published in the specialty journals. 

It is impossible to present in a summary all that oc- 
curred at the meeting. It also is impossible to direct 
attention to the many fine contributions made by those 
who presented papers or exhibits. Lack of space alone is 
a sufficient limiting factor. However, for physicians who 
did not attend this 100th annual meeting of the Amer- 
ican Medical Association, a brief survey of some of the 
occurrences that were somewhat extensively commented 
on by those in attendance has been prepared and appears 
in the Organization Section of this issue. In the past it 
has been customary to offer an editorial immediately 
after the meeting, but in an attempt to provide more ex- 
tensive coverage this newer approach is offered. It may 
fail to reach its objective, but the Editor would be 
interested in the reactions of the readers so that plans 
for future meetings may be made. 


A QUOTA BASIS FOR THE APPOINTMENT 
OF INTERNS 


In this issue of THE JOURNAL, the Council on Medical 
Education and Hospitals announces the establishment of 
quotas for the appointment of interns to become effective 
July 1, 1952. The announcement points out that, as a 
result of an increasing demand by hospitals for the serv- 
ices of interns over the past 10 years, the number of 
internships offered by approved hospitals now exceeds 
the number of available applicants by at least 3,000. This 
disparity has given rise to many undesirable conse- 
quences, some of which seriously threaten the integrity of 
the whole program of intern training. The exertion of un- 
due influence on prospective applicants, overstaffing with 
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interns in some hospitals and emphasis on noneduca- 
tional aspects of the internship in other hospitals, are 
cited as some of the undesirable results of the present 
situation which make necessary the establishment of 
internship quotas, even though limitations of this type 
are distasteful. 

To correct these conditions which have arisen in the 
present unwholesome competition for interns, the Coun- 
cil has established a quota system to be computed on the 
basis of a percentage of the number of internships of- 
fered in 1950 or the total number offered in 1940, which- 
ever is the greater. This dual basis has been adopted 
so as to avoid penalizing those hospitals that have 
not increased their requirements for interns during 
the period concerned. The reduction in the number 
of internships to be offered in hospitals requesting 
the Council’s approval will bring the number of posi- 
tions into approximate balance with the number of 
applicants available to fill them. There will, however, 
still be a sufficient excess of internships offered to permit 
freedom of choice by the applicant and to stimulate hos- 
pitals to reasonable competition for applicants from the 
standpoint of their educational programs. 

The first list of hospitals approved on this basis will 
appear in the 1951 Internship and Residency Number, 
scheduled for publication Sept. 29, 1951. It is anticipated 
that hospitals approved by the Council will recognize the 
necessity for the establishment of this quota system and 
that a readjustment of hospital service can be made with- 
out impairment of the quality of patient care. 


PRODUCTION OF PHYSICIANS: POLICY OF 
THE AMERICAN MEDICAL ASSOCIATION 


There has been sufficiently widespread misunder- 
standing of the American Medical Association’s atti- 
tudes and activities with respect to the production of 
physicians to make desirable the preparation of a state- 
ment summarizing the Association’s policy on this sub- 
ject. At the recent meeting in Atlantic City, the Council 
on Medical Education and Hospitals in a special report 
to the House of Delegates set forth a clear positive state- 
ment summarizing the Association’s position on this 
important subject. This report was unanimously ap- 
proved by the House of Delegates as a reaffirmation of 
official policy. 

The full text of the report is published on page 865 of 
this issue of THE JOURNAL. Stating that the American 
Medical Association has no desire to limit the production 
of properly trained physicians to serve the American 
people, the report points out that all medical schools in 
operation in the United States at present are fully ap- 
proved by the American Medical Association and the 
number of schools approved is determined entirely by 
the ability of schools to meet acceptable educational 
standards. The report further emphasizes that the num- 
ber of students admitted to individual schools is deter- 
mined by the proper authorities in each school in 
accordance with the school’s educational philosophy and 
its own judgment of its educational resources. The Amer- 
ican Medical Association may advise a school to reduce 
its enrolment only when there has been an enrolment in- 
crease considerably in excess of increases in facilities. 


146 


j 

] 


Vol. 146, No. 9 


The report summarizes the increase in the number of 
students in approved medical schools since the Council 
published its first list of approved medical schools in 
1910. It points out that, within the last 10 years alone, 
the number of medical students has increased by almost 
5,000, which is the equivalent of creating at least 15 new 
medical schools of average size. Cognizance is also taken 
of the important activities of state medical societies in 
providing effective leadership in the establishment of new 
medical schools and the expansion of existing schools. 
Attention is also called to the fact that the American 
Medical Association has facilitated the entrance into 
practice in this country of physicians educated abroad, a 
policy which in itself should make it clear that the Asso- 
ciation does not attempt for selfish reasons to limit the 
number of physicians practicing in the United States. The 
statement concludes with the pledge that the Association 
will in the future continue its efforts to maintain high 
standards of medical education and to support expand- 
ing programs of medical education in the interest of the 
American people. 

While discussions of the present adequacy of the sup- 
ply of physicians will undoubtedly continue, the publi- 
cation of this statement should serve the useful purpose 
of helping to keep the debate focused on the subject and 
not permitting it to become an unjustifiable attack on the 
medical profession. 


PLASMA L. E. TEST IN LUPUS 
ERYTHEMATOSUS 


Disseminated lupus erythematosus is a prolonged 
febrile disease which may superficially resemble rheu- 
matic fever and rheumatoid arthritis. The diagnosis may 
be extremely difficult in the absence of cutaneous mani- 
festations. Hargraves, Richmond, and Morton ' observed 
in bone marrow preparations two types of cells which 
have not been previously described. One cell, which they 
designated as a “tart” cell, appears to be a histiocyte or a 
monocytoid reticuloendothelial cell that contains a second 
characteristic nucleus within the Hof of the primary nu- 
cleus. This cell was found in practically all bone marrows. 
It was present in increased numbers in bone marrow 
preparations from patients with lymphoblastoma, pul- 
monary infection, or metastatic carcinoma. The second 
cell described was referred to as an “L. E.” cell and was 
found in the bone marrow only in patients with acute 
disseminated lupus erythematosus. The L. E. cell is a 
mature neutrophilic polymorphonuclear leukocyte, which 
differs from the tart cell by the difference in the structure 
of the engulfed material. In the L. E. cell the engulfed 
mass, characterized by lack of chromatin structure, is 
almost homogeneous and has a smoky appearance. In 
the tart cell the chromatin structure of the engulfed 
material resembles the nucleus of a lymphocyte. The 
L. E. cell is apparently the result of a lytic-phagocytic 
action. This interesting phenomenon was observed only 
in the bone marrow in certain cases of acute dissemi- 
nated lupus erythematosus. These findings were corrobo- 
- rated by Haserick and Sundberg,” who demonstrated the 
L. E. cell in four out of five cases of acute disseminated 
lupus erythematosus but were unable to find it in any 
other condition in which leukopenia was prominent. They 
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believed that the observation of L. E. cells will aid in the 
diagnosis of disseminated lupus erythematosus in cases 
in which skin manifestations are lacking. 

Hargraves * could not demonstrate L. E. cells in direct 
smears of bone marrow. By the addition of anticoagu- 
lants to the peripheral blood and centrifugation of the 
material, L. E. cells could be demonstrated in smears 
from the buffy coat layer. In cases in which bone marrow 
had been positive, L. E. cells were found in small num- 
bers in the peripheral blood. Sundberg and Lick,* on 
concentrating the material, have likewise found L. E. 
cells in the peripheral blood. 

Hargraves conceived the idea that the factor respon- 
sible for nucleolysis, agglutination, and phagocytosis as 
observed in the L. E. cell might well be in the plasma of 
patients with acute disseminated lupus erythematosus 
and that it would be possible to reproduce L. E. cells 
with the use of bone marrow from patients who did not 
have the disease. Using plasma obtained from venous 
blood of patients with acute disseminated lupus erythem- 
atosus, he placed into it bone marrow material obtained 
from patients with various other diseases. The mixture 
was incubated at body temperature for a short time, and 
concentrated preparations were made from it. Typical 
L. E. cells, as well as the phenomenon of nucleolysis 
and agglutination, were observed. Haserick ° has made 
the same observation; he concluded that the plasma of 
patients with acute disseminated lupus erythematosus 
contains a factor that induces the formation of rosettes of 
leukocytes and characteristic inclusion-containing cells 
(L. E.) when mixed with normal bone marrow prepara- 
tions. The particular factor was contained in the gamma 
globulin fraction of plasma in acute disseminated lupus 
erythematosus. The L. E. factor disappeared from the 
blood during remissions of the disease and reappeared 
during relapses. 

Lee and his associates * found the L. E. cell in periph- 
eral blood and bone marrow in all of 17 proved cases 
of acute disseminated lupus erythematosus. The cells 
were usually present in greater numbers in the marrow. 
They were not able to demonstrate the L. E. cell in 
diffuse vascular disease, rheumatoid arthritis, dermato- 
myositis, scleroderma, rheumatic heart disease and sub- 
acute bacterial endocarditis. 

Haserick * reports in a recent communication on 23 
patients with systemic lupus erythematosus with L. E. 
cells in the plasma. The test was found also to be positive 
in less fulminating cases, in many of which the clinical 
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history was not typical for acute disseminated lupus 
erythematosus. Among such cases there were unusual 
combinations of rheumatoid arthritis and epilepsy. These 
variations from the typical concept of acute disseminated 
lupus erythematosus suggested that (1) the plasma L. E. 
test can be positive in diseases other than acute dis- 
seminated lupus erythematosus, i. e., false positive L. E. 
tests can occur, or (2) acute disseminated lupus erythem- 
atosus is actually a frequent, protean disease with an 
atypical phase that may be detected with certainty with 
the plasma L. E. test. From the clinical and laboratory 
data found in the 23 patients, it was evident that a posi- 
tive plasma L. E. test is associated with systemic lupus 
erythematosus although the presenting signs and symp- 
toms may be suggestive of any of a group of diseases 
that Klemperer and his co-workers designated as col- 
lagen diseases. Haserick concludes that a patient with 
“atypical rheumatoid arthritis” or “rheumatic fever” and 
positive serologic reactions for syphilis may in reality 
have lupus erythematosus and false positive reactions for 
syphilis. Similarly, an epileptic person with one or more 
of the signs of so-called collagen disease may have a 
positive L. E. test to account for the convulsive seizures. 

The plasma L. E. test is a valuable diagnostic test in 
systemic lupus erythematosus. The test may correlate 
many seemingly unrelated conditions under the diagnosis 
of systemic lupus erythematosus. The reaction continues 
positive longer than the reaction to any other laboratory 
test during remissions of lupus erythematosus. 


SURGICAL TREATMENT OF 
FOCAL EPILEPSY 


Most patients with chronic epilepsy can be more or 
less successfully treated with anticonvulsant drugs, psy- 
chotherapy and occupational rehabilitation. Anticon- 
vulsant medication, according to Walker,' will eliminate 
the attacks in more than 50% of the cases and markedly 
decrease seizures in another 25%. It is in the resistant 
25% that surgical treatment may be considered. This 
type of treatment is applicable to cases of focal epilepsy. 
Diagnosis of focal epilepsy is arrived at by a careful 
study of the clinical history of the patient, in particular 
of the character of the seizures, of electroencephalo- 
grams, roentgenograms of the skull, pneumoencephalo- 
grams and cerebral angiograms. The character of the 
seizures is sO important for the diagnosis that at times 
it is advisable to bring on an attack by intravenous injec- 
tion of pentylenetetrazole. The provoked seizures have 
all the characteristics of a spontaneous one. Electro- 
encephalogram has become an indispensable test in the 
diagnosis of epilepsy. Convulsive activity is accompanied 
by rapid fluctuations of electrical potential, giving the 
encephalogram the appearance of a series of spikes. Pa= 
tients with chronic epilepsy due to cortical damage have, 
as a rule, localized electroencephalographic alterations 
in the form of a slow wave focus with or without spiking. 


1. Walker, A. E.: Treatment of Epilepsy by Cortical Excision, J. 
Pediat. 38: 285 (March) 1951. 

2. Penfield, W., and Erickson, T. C.: Epilepsy and Cerebral Localiza- 
tion, Springfield, Ill., Charles C Thomas, 1941. 

3. Penfield, W., and Steelman, H.: Treatment of Focal Epilepsy by 
Cortical Excision, Ann. Surg. 126: 740 (Nov.) 1947. 

1. 1950 Facts About Nursing: A Statistical Summary, New York, 
American Nurses’ Association, 1950. 
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Cerebral seizures may be caused by a variety of focal 
lesions, such as meningocerebral scar, local cortical atro- 
phy, local microgyria, expanding lesions, such as brain 
tumor or cerebral abscess, cysts and other abnormalities. 
According to Penfield all of these lesions have a com- 
mon feature, namely, the presence of a zone or area 
of ganglion cells in which the circulation has been inter- 
fered with to such an extent that the life of the cells is 
threatened. It is at some point in these peripheral and 
partially destroyed zones that the actual focus in which 
the epileptic discharge originates is to be found: Partial 
anoxemia produces in ganglion cells an abnormal state 
in which spontaneous neuronal activity is increased. This 
increase constitutes the epileptogenic factor. Cutting of 
an adhesion, opening of a cyst or removal of a tumor 
does not constitute adequate surgical therapy. The epi- 
leptogenic focus in the marginal partly involved gyri must 
also be removed. In 1941 Penfield and Erickson * pub- 
lished an analysis of all the patients who underwent corti- 
cal excision during a 10 year period, 1929 to 1939. One 
hundred and fifteen of these patients were followed one 
to 11 years; 43% were free from seizures or had one 
or two attacks; 26% considered themselves 50% im- 
proved; 9% were slightly helped, and 22% were not 
improved. In a later report Penfield and Steelman * pre- 
sented an analysis of 76 patients operated on during the 
six year period 1939-1944, with one fatality, which was 
caused by an infected extradural hematoma and menin- 
gitis. Of the 75 patients followed, cortical excision was 
performed in 59 and craniotomy without excision in 16. 
Of the 59 patients who underwent cortical excision, 15 
were completely free of seizures, 18 were almost com- 
pletely free, eight were 50% improved, seven were only 
slightly improved and 11 felt that they had derived no 
benefit from the operation. 

Removal of cortical tissue is justifiable in any area of 
the cortex except the arm and leg area of the precentral 
gyrus and in the essential speech area of the dominant 
hemisphere. The surgical treatment of focal epilepsy was 
made possible by the advances in the field of neuro- 
physiology and the more accurate knowledge of cortical 
localization. 


THE NURSE SHORTAGE 


The present critical shortage of professional nurses is 
a matter of grave concern, in view of the indispensable 
role of the nurse in medical care. The shortage has arisen 
in part from increased demand for nursing service due to 
such factors as increased occupancy of available hospital 
beds, shorter working hours for nurses, expansion of 
public health work, and the increasing complexity of 
medical knowledge and techniques. Equally or more im- 
portant factors, however, are the failure of approximately 
one-third of the students entering nursing schools to fin- 
ish their course of training, and the fact that many regis- 
tered nurses are not working at the profession. In 1949, 
the total number of professional registered nurses in the 
United States and territories was 506,050, but only 59% 
of these were actually engaged in nursing.' According to. 
a recent release from the American Nursing Association, 
an additional 65,000 registered nurses are needed to 
render minimal nursing care to civilians, while an addi- 
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tional 3,000 nurses are required by the armed services. 
It is thus not surprising that nursing has been placed on 
the list of critical occupations by the United States De- 
partment of Labor. 

In recent years, several studies have been undertaken 
to find ways to overcome the current shortage of nurses 
and to provide for additional needs that future develop- 
ments in medicine will engender. The American Medical 
Association has taken an active role in these endeavors. 
In 1947 the Committee on Nursing was appointed to 
study nursing problems in the United States,’ and in 
1948 the American Medical Association joined with the 
American Hospital Association, the American Nurses 
Association and the National League of Nursing Edu- 
cation to form the Joint Commission for the Improve- 
ment of the Care of the Patient.* 

Proposals for remedying the current shortage of nurses 
have in general centered around a more efficient use of 
nursing personnel, improved personnel practice, and the 
wider use of practical nurses and auxiliary workers. The 
institutional nurse, in particular, is all too often over- 
burdened with clerical and housekeeping duties, which 
keep her from exercising the skills and knowledge gained 
during her period of training. In addition, many activities 
engaged in by the professional nurse could be adequately 
relegated to properly trained and supervised practical 
nurses and auxiliary workers, such as ward clerks, order- 
lies, and ward maids. Concerted efforts are being made 
not only to increase the training facilities for practical 
nurses but also to insure their integration into the nursing 
team. Already there are 318 or more schools of practical 
nursing in this country, with a total enrolment of 5,971,* 
a number which, however, falls far short of the demand. 
Emphasis, too, is being placed on the value of additional 
training for graduate nurses to enable them to undertake 
confidently the growing demands for nursing service in 
such fields as industry, school and college health clinics, 
home care, geriatrics, rehabilitation, and public health. 
Finally, it is becoming more and more evident that the 
adoption for the nursing profession of salaries, working 
hours, sick leave, vacations, and retirement provisions 
comparable to those of other occupations for women 
with equivalent education and training would do much to 
keep present nurses in the profession, to encourage re- 
tired nurses to return to active duty, and to stimulate the 
recruitment of new nurses. 


SURGICAL THERAPY OF 
MITRAL INSUFFICIENCY 


Dramatic advances have been made in recent years in 
the field of cardiac surgery. Great ingenuity has been 
shown in the devising of surgical technics for the correc- 
tion of congenital and acquired anomalies of the heart. 
One particularly ingenious technic devised by Murray ' 
for the surgical correction of mitral insufficiency has re- 
cently been modified by Bailey * with considerable suc- 
cess. 

In 1938 Murray obtained significant improvement in 
surgically induced mitral regurgitation in dogs, and later * 
in man, by creating within the ventricle a new valve, of 
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the sling or hammock type, which occluded the mitral 
orifice during ventricular systole and prevented the reflux 
of blood into the auricle. He constructed this valve by 
inserting a segment of peripheral vein reinforced with 
tendon entirely through the left ventricle, so that it 
formed a sling just below the mitral orifice. This graft 
was sutured to the outer surface of the ventricular wall at 
each end but was allowed to swing freely within the ven- 
tricle. During ventricular systole it was forced by the 
regurgitating current of blood against the patent mitral 
orifice, thus occluding it. During ventricular diastole the 
valve dropped away from the opening, permitting the 
flow of blood from the auricle into the ventricle. Such a 
valve survived for seven years without degeneration or 
loss of flexibility in one of Murray’s dogs. Subsequently 
this procedure was employed in 10 patients with ad- 
vanced mitral stenosis to correct the regurgitation that 
sometimes follows commissurotomy. Fairly satisfactory 
results were obtained in eight of these patients during an 
unspecified period of observation. 

More recently Bailey and co-workers, in attempting to 
repeat Murray’s experiments in animals with a some- 
what modified technic, found that-in all instances the 
free valve graft soon lost its resilience and became a 
shrunken fibrotic band, with consequent loss of efficiency 
as a valve. A similar experience was encountered when 
free grafts of pericardium were substituted for the vein 
grafts. These investigators concluded that free grafts of 
any tissue, deprived of their original blood and nerve sup- 
ply, would prove unsatisfactory for long term correction 
of mitral insufficiency. 

Their solution to this problem was the creation of a 
pedicled tube graft of pericardium, one end of which was 
left in situ while the other was freed and passed through 
the left ventricle to form the desired sling valve. Observa- 
tions on animals over a period of months indicated that 
these pedicled grafts with intact blood supply functioned 
adequately and did not show a tendency to contract or 
become indurated. The method was therefore applied to 
seven patients with advanced mitral regurgitation. In 
two of these patients, who had both mitral stenosis and 
insufficiency, commissurotomy was performed at the 
same time to relieve the stenosis. The operation resulted 
in complete control of the regurgitation in three patients 
and in reduction of the regurgitation by at least 75% in 
three additional patients. In one patient the regurgitation 
was not controlled, probably because of improper place- 
ment of the valve. These early results are extremely 
encouraging. The future progress of these patients will 
be watched with great interest. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


As I stood before the House of Delegates in Atlantic City 
and repeated the oath of office of the President of the American 
Medical Association, I experienced one of the proudest moments 
of my life. The honor you have bestowed on me is accompanied 
by tremendous responsibility—a responsibility so great that no 
one can possibly carry it alone. Therefore, in my first message 
to you, I ask that you share this responsibility with me. 

In thinking about the scope of our Association’s activities 
over the past 104 years, it has become increasingly clear to me 
that our significant progress has been possible only through the 
combined efforts of individual physicians working together in 
their county, state, and national medical organizations. We can 
be justly proud of the progress we have made in advancing 
medicine, but we could accomplish far more if every physician 
in the United States were an active, interested member of his 
county medical society. 

The American Medical Association has over 140,000 mem- 
bers, but numbers alone will not make us strong. The strength 
and success of the American Medical Association depends di- 
rectly on the strength and success of its state and county medical 
societies. They in turn maintain their stature in direct propor- 
tion to the interest exhibited by the individual 


Medical Association policies to exercise their membership 
privileges to the fullest in the hope of effecting a change in the 
policies they oppose, rather than taking the sterile course of 
resigning. 

Why is it so important to have strong medical organizations? 
Because, as in other areas of society, groups can accomplish 
much more than individuals. Most of you are familiar with the 
excellent group accomplishments of county medical societies. 


-They have successfully set up night and emergency telephone- 


answering systems, established group malpractice plans, fur- 
nished health information to newspapers and radio stations, 
operated grievance committees to hear and settle patient com- 
plaints, organized community health councils, spearheaded 
hospital drives, and many, many other community service proj- 
ects in addition to their scientific programs. These activities 

would be virtually impossible for any individual to conduct. 
In the same way, the American Medical Association, on the 
national level, performs public service functions and profes- 
sional service functions that would be difficult for any indi- 
vidual or local group to carry out. It is easy for most physicians 
to understand the importance of county society and state society 
membership, but the American Medical 


members on their roster. 

Membership in a county medical society 
is a privilege that must be paid for with more 
than money. Dues are necessary, of course, 
but even more important is attendance at 
meetings, a willingness to participate in com- 
mittee work, and, above all, a vision of the 
goals to be attained and a desire to work to- 
gether with fellow physicians in reaching 
these goals. 

The Principles of Medical Ethics sums up 
our membership obligations thus: “For the 
advancement of his profession, a physician 
should affiliate with medical societies and 
contribute his time, energy and means so 
that these societies may represent the ideals 
of the profession.” 

There are some who say that they do not 
have time to give to their county medical 
society because their practices are too de- 
manding. In most instances this is only an 
excuse, the same story that too many phy- 
sicians employ to avoid civic responsibilities of various kinds. 
I would remind such a physician that he is not as independent 
as he thinks; that many cultural, social, and political forces work 
constantly to change for better or for worse the conditions of 
his practice. Organized medicine is his bulwark against un- 
favorable forces, and it deserves his interest and support. 

Another complaint that I have heard repeatedly is “The 
Society is run by a clique; why should I attend meetings?” 
While this may be true in isolated cases, the majority of 
societies welcome interested and willing workers. The same 
criticism is voiced of our state medical societies and of the 
American Medical Association. | know of no organizations in 
America that are run on a more democratic basis than those of 
physicians. Perhaps it does seem that the same persons are 
active and influential in many medical organizations. If such be 
the case, you can be sure that they have developed their in- 
terest and leadership at the cost of attending meetings and 
actively participating in the business of the society. 

Recently there have been a few physicians who have resigned 
from the American Medical Association because they did not 
agree with some of its policies. | wonder if these same persons 
consider giving up their American citizenship when they dis- 
agree with the administration in power? This is admittedly a 
strong comparison, but it seems infinitely more logical to me 
for those of our members who disagree with some American 


Association seems far removed from the in- 
dividual M.D. Actually, its many activities 
touch the lives of you and your patients 
almost daily. 

A year ago, after my selection as Presi- 
dent-Elect, I paid a five-day visit to the head- 
quarters office of the American Medical 
Association in Chicago for the express pur- 
pose of learning all I could about the work- 
ings of the Association. They were among 
the most enlightening and valuable days that 
I have ever spent. Even though I had been 
active in medical organization affairs for 
many years and had served in the A. M. A. 
House of Delegates and on the Campaign 
Coordinating Committee, I was amazed at 
the scope of the Association’s activities. Some 
council or bureau of the Association is con- 
cerned with every aspect of medicine and 
heaith. I was impressed, too, with the spirit 
of service which pervades the doctors and 
laymen who make up the headquarters staff. 
When I completed my visit, I left with a feeling of deep pride 
that I was a member of this great organization. I left also with 
an optimistic heart, feeling that much could be accomplished 
in the future. Because most physicians do not, or cannot, take 
the time to spend five days at the Association headquarters, I 
plan to devote a number of my President’s Pages to describing 
some of the activities I observed on this visit. Briefly, I shall dis- 
cuss the scientific activities of the Association, including the 
Division of Therapy and Research, the scientific publications and 
the two annual scientific meetings. I also plan to tell you what 
I have learned of the American Medical Association’s activities 
in the socioeconomic fields of medicine—health insurance, indi- 
gent care, the problems of the aged and chronically ill, rural 
health, industrial health, and so forth. If you will come with me 
on this monthly word-visit to our Association headquarters, I 
believe you too will leave with a new pride in our profession and 
what it is attempting to do through its national association. 

So far, in discussing the advantages of strong medical or- 
ganizations, I have dwelt largely on their day-to-day scientific 
and public service contributions. There is another role that 
medical organizations play which is perhaps even more im- 
portant—their role as the voice of the profession in public 
affairs and matters of ethics. 

You are all well aware of the fight which our profession has 
been forced to wage for the last few years in order to preserve 
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the freedom of medical practice in this country. There is no 
doubt that this battle would have been far more difficult, if not 
impossible, to win if we had not been organized on a county, 
state, and national basis. The price of liberty is vigilance, and 
we must remain on guard. But our efforts have been successful 
to the extent that we have won a breathing space wherein we 
may turn our attention to weak spots within our own ranks. 

The general public thinks of the medical profession in terms 
of the services that are rendered by each physician. When 
one of our colleagues violates the Principles of Ethics, he 
jeopardizes not only his own position but that of the entire 
profession. The vast majority of physicians are ethical and take 
great pride in the quality of their service. But you and I know 
that there are a few who capitalize on medicine’s high pro- 
fessional reputation for their own selfish ends. 

It is one of the primary responsibilities of medical associa- 
tions to uphold the high ethical standards of the profession. 
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This is one of the main reasons why such organizations must be 
strong and vigorous. No medical association can ever expect to 
capture the respect of the people unless it makes a real effort 
to purge from its ranks those who choose to ignore the prin- 
ciples of ethics which govern its members. 

For this purpose, if for no other, | urge you most sincerely 
to take an active part in your county medical society. A strong, 
courageous society can be a spiritual leader. It is only through 
medical organizations that unworthy physicians can be success- 
fully disciplined. Only a medical association can deal with those 
who overcharge, who refuse service, who put income and per- 
sonal comfort above their duty to their patients. 

Self-discipline is a difficult challenge, but if we are to protect 
the medical profession from those who would destroy it, we 
must meet this challenge successfully. 


JOHN W. Cine, M.D., San Francisco. 


ORGANIZATION SECTION. 


THE ATLANTIC CITY SESSION 


On June 15, the 100th annual session of the American 
Medical Association came to a successful conclusion in Atlantic 
City. Acknowledged as this country’s largest and most compre- 
hensive medical meeting, the session drew more than 12,000 
physicians to the city’s huge convention hall and to the confer- 
ence rooms of five of the largest hotels. Included in this registra- 
tion were visitors from 46 foreign countries. As usual the scope 
of the session was tremendous. In a program arranged by the 
American Medical Association’s Council on Scientific Assembly, 
358 papers on many aspects of medicine were presented. At the 
same time 297 scientific exhibits occupying the entire lower level 
of the block-long convention hall and 350 technical exhibits 
covering an equivalent area on the main floor of the hall com- 
peted for the attention of those attending the convention. Added 
to this wealth of material were 37 medical motion pictures 
shown daily in two separate projection rooms and 17 color tele- 
vision demonstrations of surgical and medical procedures trans- 
mitted on a closed circuit from the Atlantic City Hospital. 


SCIENTIFIC EXHIBITS 

Unstinted praise of those attending this year’s meeting went 
to the scientific exhibit. Here, grouped together according to 
the various medical specialties, were row after row of well- 
executed exhibits demonstrating vividly recent medical advances 
in each field or summarizing available knowledge on subjects 
of current interest. The enthusiasm of the exhibitors and the 
searching questions of the visitors made this one of the most 
valuable postgraduate educational features of the entire annual 
session. There were so many excellent displays that it was 
difficult for the committee on awards to select the most out- 
standing. 

The Exhibits Committee on Awards made three Gold Medal, 
two Silver Medal, and two Bronze Medal presentations for the 
highest honors in Group I of the Scientific Exhibit—exhibits 
of individual investigations which are judged on the basis of 
originality and excellence of presentation. Recipients of one 
Gold Medal are Robert P. Glover, Charles P. Bailey, and 
Thomas J. E. O’Neill, Hahnemann Medical College, Hahne- 
mann Hospital, and Episcopal Hospital, Philadelphia, for the 
exhibit on intracardiac surgery for acquired and congenital 
heart disease. The other Group I Gold Medal went to Willis J. 
Potts, William L. Riker and Robert DeBord, Children’s 
Memorial Hospital, Chicago, for the exhibif on surgery for 
congenital heart disease. Group I Silver Medal winners are 
David Cayer and W. E. Cornatzer, Bowman Gray School of 
Medicine, Winston-Salem, N. C., for the exhibit on the role of 
lipotropic agents in liver disease—a study of phospholipid 
synthesis with the use of radiophosphorus. In the same group, 
the Bronze Medal went to William P. Boger, Walter V. Mattecci, 
Nelson H. Schimmel, and Harrison F. Flippin, Philadelphia 
General Hospital, Philadelphia, for the exhibit on benemid— 
its influence on paraaminosalicylic acid, penicillin, and other 
antibiotics. 
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The Gold Medal in Group Il—exhibits that do not exemplify 
purely experimental studies but are judged on the basis of 
excellence of presentation—was awarded to Walter W. 
Williams, Springfield Hospital, Springfield, Mass., and Irving F. 
Stein and Melvin R. Cohen, Michael Reese Hospital, Chicago, 
for the exhibit on fertility and sterility—diagnosis and prog- 
nostic procedure. Silver Medal winners in that division were 
C. Stuart Welch and William Dameshek, Pratt Diagnostic 
Clinic, New England Center Hospital, Boston, for the exhibit 
on surgery of the spleen. The Group II Bronze Medal went to 
Robert R. Linton, Chester M. Jones, John J. Cranley Jr., James 
L. Buchanan, Daniel S. Ellis, and Arthur French, Brookline, 
Mass., for the exhibit on the surgical treatment of bleeding 
esophageal varices (portal hypertension). 

Also popular were the daily clinical demonstrations on the 
management of fractures, the daily demonstrations of fresh 
pathological specimens and the symposiums on obesity, nutri- 
tion, and health. Honorable mention was given to the special 
exhibits on diabetes and on noise in industry. 


TECHNICAL EXHIBITS 
The technical exposition was the largest in the history of 
American Medical Association sessions. Over 2,000 representa- 
tives of 350 commercial firms demonstrated new drugs, diag- 
nostic and therapeutic instruments, medical books, dietary 
products, and various appliances for the handicapped. Questions 
about the use of new therapeutic agents were answered, and 


’ samples and informative literature were distributed. Much in- 


terest was shown in such new instruments and equipment as the 
Norment hysteroscope, which permits direct visualization and 
biopsy of the interior of the uterus; the Berman electronic 
metal locator and the Kirby-Thurston electro-acoustic locator © 
for detecting foreign bodies or gallstones; portable electro- 
cardiographs; endoscopic cameras; self-adhering plastic dis- 
posable “Scotch” surgical drapes, and many compact laboratory 
diagnostic kits. Each year the elaborate “window dressing” of 
many of the commercial exhibits lends to this part of the 
session a holiday air that is sometimes misinterpreted by lay 
visitors and representatives of the press. Seeing this exhibit first 
because of its central location, they sometimes carry away the 
impression that this “county fair” atmosphere is the keynote of 
the entire session. Fortunately those who take the trouble to 
listen to the earnest exchange of ideas between the users and 
the producers of these medical goods or to attend the scientific 
exhibits and section meetings are soon unburdened of this 
completely erroneous impression. The majority of physicians 
leave the technical exhibit with new knowledge of technical 
advances, and the commercial representatives with new ideas 
for the improvement of their products, both to the ultimate 
benefit of the patient. 
TELEVISION AND FILMS 

A capacity audience was present continuously in the medical 
television exhibit. Here the crowd of visitors was taken by the 
television camera directly to the operating table or bedside, 
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where experts demonstrated in full color a variety of surgical 
and medical procedures. Televised operations included ap- 
pendectomy, thyroidectomy, pneumonectomy and sympathec- 
tomy. Angiography, sympathetic nerve block, and techniques 
of neurologic and dermatologic diagnosis were also demon- 
strated. The program was an unqualified success, and with one 
exception it proceeded without interruption. The interruption 
occurred when a normal male infant refused to be born on 
schedule, at 11:35 A. M. on Thursday. A good-natured crowd 
of 1,500 waited for two hours and 15 minutes for this debut. 

The daily showings of the 37 scientific moving pictures like- 
wise proved popular. Films on such topics as coarctation of the 
aorta, carcinoma of the rectum, corticotrophin (ACTH) in 
human disease, and treatment of poliomyelitis provided further 
postgraduate instruction for visiting physicians. 


SECTION MEETINGS 

The general scientific meetings held during the first two days 
in the grand ballroom of the convention hall were well at- 
tended. Outstanding speakers presented résumés of current 
knowledge in a variety of fields of general interest including 
medical aspects of atomic energy, blood substitutes in the treat- 
ment of shock, cardiovascular surgery, the newer drugs in the 
treatment of the anemias and tuberculosis, and the ever present 
problems of obesity, arthritis, acute gallbladder disease, thyroid 
disease, and personal maladjustment. In one of these meetings, 
Dr. Charles Huggins of Chicago reported on the favorable effects 
of bilateral adrenalectomy in far-advanced carcinoma of the 
prostate. 

During the next three days, the 20 special sections of the 
scientific assembly held their meetings in the convention hall 
and in nearby hotels. The more than 350 papers presented 
reported the results of original investigative work in each of the 
medical specialties or brought the profession up to date on 
problems of particular interest. The newly created Session on 
Military Medicine was declared by Dr. Richard L. Meiling, 
chairman of the Armed Forces Medical Policy Council, to be 
an important instrument in the increasingly necessary liaison 
between physicians in civilian and military medicine. The urgent 
need for making available to each type of medicine the rapid 
advances being made in the other was stressed. As Captain 
E. R. Herring of the United States Navy so aptly stated, the 
war may at any time be deposited on the doorstep of the civilian 
doctor. After giving a dramatic account of combat medical 
experience in Korea, Captain Herring made an impassioned 
plea for the thorough training of all civilian doctors and medical 
students in the care of mass casualties before it is too late. 
Subsequent papers on the program continued this theme with 
discussions of the prevention and management of radiation 
injuries and reports on the results obtained with the open air 
exposure method of treating burns. Both Dr. Meiling and Major 
Gen. Harry G. Armstrong, Surgeon General of the United 
States Air Force, stressed the great importance of air evacuation 
of the wounded, and this was discussed in further detail by 
other speakers. It was pointed out that no American soldier is 
now more than 36 hours away from a hospital in continental 
United States, an important factor in the morale and recovery 
of the wounded. The rapidity of air transport also makes it un- 
necessary to overstaff overseas medical units during relatively 
quiescent periods since emergency medical personnel can be 
flown directly to the area of greatest need within 24 to 36 hours. 

In the Section on Surgery success was reported with another 
method for the local treatment of burns. Drs. R. M. Curtis, 
J. H. Brewer, and I. W. Rose Jr., of Baltimore, found that a 
partially hydrolyzed casein gel covered with zinc-acetate- 
impregnated gauze formed a semipermeable membrane over 
the burned area that immobilized damaged tissue, prevented 
superficial protein loss, relieved pain, and minimized shock and 
infection. In the same section the results of the surgical treat- 
ment of mitral stenosis by commissurotomy were described by 
Drs. T. J. E. O’Neill, R. P. Glover, and C. P. Bailey, of Phil- 
adelphia. The operation, performed on more than 130 patients, 
yielded subjective and objective improvement in nearly all who 
survived. Excessive mitral regurgitation occurred in only a few 
cases. 

Several investigators in the Section of Anesthesia reported 
good results with the use of the newer plasma substitutes, such 
as dextran, polyvinyl pyrrolidine (P. V. P.), and gelatin, in the 
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restoration of blood volume in shock. These materials, which 
are useful as substitutes for plasma but not for whole blood, 
are now being stock-piled for use in civilian emergencies. 

Extensive experience with corticotrophin (ACTH) was sum- 
marized in several sections in papers dealing with its use in post- 
operative complications, in ulcerative colitis, in rheumatoid 
arthritis and in various allergic, dermatologic, neurologic, and 
ocular conditions. Among the interesting sidelights in these 
presentations was the observation by Dr. Joseph Kirsner of 
Chicago that an occasional patient with ulcerative colitis who did 
not respond to intramuscularly administered corticotrophin 
showed a remission when given the drug intravenously. Dr. Rob- 
ert Kierland of Rochester, Minn., reported the dramatic resolu- 
tion of syphilitic interstitial keratitis following the application 
of 1% or 2% cortisone in aqueous solution to the affected eye. 

In an outstanding symposium on arteriosclerosis and hyper- 
tension presented before a joint meeting of the Section on 
Internal Medicine and the Section on Experimental Medicine 
and Therapeutics, Dr. Ancel Keys of Minneapolis summarized 
the evidence on the relationship between cholesterol and 
atherosclerosis. He concluded that in clinically normal persons 
serum cholesterol is independent of dietary variations within 
the range of 200 to 800 mg. of cholesterol daily. If enormous 
amounts of cholesterol are ingested, hypercholesteremia is 
slowly produced, while cholesterol-free diets produce a decrease 
in serum cholesterol only if they are also free of fat. Animal 
and vegetable fats are equivalent in this respect. Diets low in 
fat, with 500 mg. cholesterol daily, also produce marked de- 
clines in serum cholesterol. Serum levels of total cholesterol 
and of abnormal protein-cholesterol macromolecules (“G”’) 
parallel each other and seem to predispose to the development 
of atherosclerosis. Total cholesterol values provide an index as 
satisfactory as or better than “G” values in predicting athero- 
sclerosis. 

In the same symposium, Dr. Irving Page of Cleveland dis- 
cussed the current treatment of hypertension, emphasizing the 
multiple causation of this condition and suggesting a correct 
diagnosis as the first step in treatment. In essential hypertension 
he advised the establishment of a firm doctor-patient relation- 
ship and the institution of general physical and mental hygienic 
measures, supplemented by sedation. While not placing too 
great reliance on hypotensive drugs, he reported some success 
with one of them, L-hyd hthal (C-5968). In his 
experience, only 20% of the hypertensive population respond 
to a low salt diet and only rigidly selected patients respond to 
sympathectomy. Adrenalectomy was regarded as a last resort, 
while intravenous pyrogen therapy was found to be helpful in 
malignant hypertension provided renal failure was not severe. 
In addition to the papers mentioned, a number of other excellent 
studies on the subject of hypertension and atherosclerosis were 
presented in this and other sections. 

The physiologic, pathologic, psychiatric, and _ industrial 
aspects of aging were considered in several sections, and the 
growing role of physical medicine in the rehabilitation of 
amputees, neuro-psychiatric patients and the chronically ill was 
stressed in the Section on Physical Medicine and Rehabilitation. 

The successful use of fat emulsion in intravenous alimenta- 
tion was reported by Drs. B. Van Itallie and J. Stare, of Boston, 
in the Section on Experimental Medicine and Therapeutics. A 
15% homogenized fat emulsion providing 1,600 calories per liter 
was found useful as a caloric supplement in preoperative or 
convalescent patients unable to take adequate calories by mouth. 
Since the fat is used for energy, it spares endogenous protein 
and reverses the negative nitrogen and potassium balances due 
to inadequate caloric intake. 

The usefulness of intravenously administered saccharated 
oxide of iron in the treatment of anemia was confirmed by Dr. 
C. C. Briscoe of Philadelphia in 100 obstetric and gynecologic 
patients. 

In separate studies on the epidemiology of infectious 
hepatitis, Dr. R. Capps of Chicago and Drs. J. Stokes Jr., 
M. E. Drake, J. Farquhar, and M. C. Blanchard, of Philadelphia 
and Columbus, Ga., found that the virus of this disease may 
produce epidemics of infantile diarrhea without jaundice. The 
severity of the disease as well as the occurrence of jaundice 
appears to vary directly with the age of the patient. In the 
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epidemic described by Capps, careful washing of the hands on 
the part of the student nurses prevented their contracting 
the disease from the affected infants. The epidemiologic value 
of the specific skin test employing inactivated virus was demon- 
strated in both studies as was the prophylactic value of gamma 
globulin. 

In the Section on Radiology, Drs. I. Steinberg and T. Dotter, 
of New York, demonstrated the diagnostic and prognostic value 
of angiocardiography in 100 cases of lung cancer. Evidence of 
vascular abnormality as a result of the tumor was seen in 87% 
of the cases, and its location often aided in the determination 
of the operability of the lesion. It is predicted that the use of 
angiocardiography in patients suspected of carcinoma of the 
lung will become routine. 


OTHER AWARDS 


In addition to the scientific meetings and exhibits, the session 
included the presentation of a number of awards for notable 
contributions in various branches of medicine. The Distin- 
guished Service Medal of the House of Delegates went to Dr. 
Allen O. Whipple of New York for his outstanding contribu- 
tions in the field of operative surgery. The Joseph Goldberger 
Award in clinical nutrition, consisting of a gold medal and a 
$1,000 cash prize, was presented to Dr. Fuller Albright of 
Boston. Drs. Philip Levine and Alexander S. Wiener, two of 
the nation’s most distinguished hematologists, received the 
$5,000 Passano Foundation Award for 1951, while Drs. Philip 
S. Hench and Edward C. Kendall were recipients of the $10,000 
Dr. C. C. Criss Award for outstanding contributions in the fields 
of health and safety. 

PRESS AND RADIO 

That the activities of the annual session were of interest not 
only to physicians is indicated by the fact that 78 science 
writers, representing 58 newspapers, wire services, magazines, 
and publishing houses, were present to cover the scientific 
presentations and the actions of the A. M. A. House of 
Delegates. In addition, numerous radio broadcasts originated 
at Convention Hall and 20 special medical programs were re- 
corded for subsequent broadcast to English-speaking countries 
by the Voice of America. 

HOUSE OF DELEGATES AND BOARD OF TRUSTEES 

For the first time in its history the House of Delegates seated 
two medical students. These student delegates were Warren R. 
Mullen of Jackson, Mich., and Harry W. Sandberg, Moline, IIl., 
who are president and vice president, respectively, of the 
Student American Medical Association, the objectives of which, 
so far, have been actively supported by societies organized in 
40 medical schools. 

Dave Beck of Seattle, executive vice president of the Inter- 
national Brotherhood of Teamsters, addressed the House of 
Delegates and other officers of the American Medical Associa- 
tion at a dinner meeting given by the Medical Society of New 
Jersey. Mr. Beck’s paper, “Government Medicine—Danger 
Ahead,” appears elsewhere in this issue of THE JOURNAL. The 
broadcast was carried by about 100 stations of the American 
Broadcasting Company and originated from station WMID in 
Atlantic City. There was no doubt in anyone’s mind concerning 
the forcefulness of Mr. Beck’s message as he expressed support 
of the physicians’ campaign against compulsory health insurance 
and opposition to government-regulated medical care. 

The announcement of the Board of Trustees that it plans to 
appoint a committee of prominent laymen representing indus- 
try, labor, education, agriculture, the bar, and the clergy, from 
which to seek advice in matters of medical care and from which 
it can obtain the viewpoint of the general public, was received 
with enthusiastic response. Several weeks may elapse before the 
members of the new committee can be announced, but the 
membership will be free of persons who are engaged in politics 
but who are so outstanding that their opinions will receive un- 
questioned respect. 

Included in the officers elected were Louis H. Bauer of 
Hempstead, N. Y., as President-Elect; Oscar B. Hunter of 
Washington, D. C., Vice President; David B. Allman, Atlantic 
City, to fill Dr. Bauer’s term on the Board of Trustees; Wal- 
ter B. Martin of Norfolk, Va., to succeed himself as a mem- 
ber of the Board of Trustees; and George F. Lull, Chicago; 
J. J. Moore, Chicago; F. F. Borzell, Philadelphia, and James R. 
Reuling, Bayside, N. Y., to succeed themselves as, respectively, 
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Secretary, Treasurer, Speaker, and Vice Speaker of the House 
of Delegates. Samuel P. Newman of Denver was elected to 
succeed himself as a. member of the Council on Scientific 
Assembly, and F. D. Murphy, Kansas City, to succeed William 
S. Middleton as a member of the Council on Medical Education 
and Hospitals. The following members were elected to a Per- 
manent Committee on Constitution and By-Laws: Louis A. 
Buie, Rochester, Minn., term to expire June, 1956; Britton E. 
Pickett, June, 1955; Floyd S. Winslow, June, 1954; Stanley H. 
Osborn, June, 1953, and James S. Stevenson, June, 1952. Henry 
B. Mulholland and J. D. McCarthy were elected to succeed 
themselves as members of the Council on Medical Service. 

The 1951 Clinical Session will be held in Los Angeles, 
December 4-7. The A. M. A. meetings which will be held be- 
tween now and the end of 1954 are scheduled as follows: 
December 4-7, 1951, Los Angeles; June 9-13, 1952, Chicago; 
Dec. 1-5, 1952, Denver; June 1-5, 1953, New York City; Dec. 
1-4, 1953, Saint Louis; June, 1954, San Francisco; December, 
1954, Miami. 

The Council on Medical Service of the American Medical 
Association has maintained a physician placement service 
through which communities have been assisted in obtaining the 
services of a physician. The Board of Trustees at the Atlantic 
City meeting urged expanding the Association’s activities in 
this field and the further development of physician placement 
services in state medical societies. The Board will give support 
to this program by financing it to the degree demonstrated to be 
necessary. 

Several resolutions were introduced concerning membership 
in the American Medical Association and the abandonment of 
Fellowship. The Reference Committee on Amendments to the 
Constitution and By-Laws approved in principle the resolutions 
concerning membership but believed that abandonment of Fel- 
lowship deserved further study. The Committee recommended 
that this subject be referred to the standing committee of the 
House on Constitution and By-Laws with instructions to pre- 
pare such changes in the Constitution and By-Laws, in con- 
sultation with the Board of Trustees, as may be necessary to 
carry out the recommendations. These changes are to be re- 
ported to the House of Delegates at the next meeting. 

The House also considered another change in the Constitu- 
tion which must lay over until the next session. At this time a 
change in the By-Laws will be necessary to permit the five im- 
mediate past presidents of the American Medical Association to 
become mernbers of the House of Delegates for five years with 
the right to vote. The composition of the Board of Trustees also 
was changed to include the president and president-elect as 
members. Thus, in addition to the nine elected members, the 
Board of Trustees includes the President and President-Elect. 

Further consideration was given to the payment of dues for 
members in the American Medical Association. The 1952 dues 
of the Association were set at $25, this to include subscription 
to THE JOURNAL. Annual dues are prescribed for the ensuing 
calendar year in an amount recommended by the Board of 
Trustees and approved by the House of Delegates. Every active 
member pays his annual dues to his constituent association for 
transmittal to the secretary of the American Medical Associa- 
tion. The Board of Trustees may excuse a member from pay- 
ment of dues for the following reasons, provided he is wholly 
or partially excused from paying local and state dues: 1. Mem- 
bers on whom the payment of dues would work a financial hard- 
ship. This fact must be certified to by the Secretary of the 
member’s component society. 2. Members retired from active 
practice. 3. Interns and residents during the first five years fol- 
lowing graduation, except that the time spent in the military 
service may be excluded in calculating the five-year limit. 4. A 
member temporarily in the Armed Forces. Dues will be remitted 
and pro-rated January | or July 1 following the date of the mem- 
ber’s entrance into military service. 

Members over 70 years of age may be excused, on request, 
from the payment of American Medical Association dues, re- 
gardless of local dues exemptions. 

The firm of Whitaker & Baxter has been retained on a part 
time basis for 1952. 

A lengthy and informative report submitted by the Commit- 
tee on Blood Banks carried four recommendaticns of much 
interest to physicians: (1) that physicians and their families be 
urged to participate as donors for defense and civilian defense 
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purposes, (2) that there continue to be developed state blood 
committees performing the functions above outlined, (3) that 
Congress be reminded of the urgent need for appropriations for 
reasonable federal stores of plasma and equipment for civilian 
defense, and (4) that physicians using blood recognize their re- 
sponsibility in replacement from families and friends of 
patients. 

The House adopted a resolution in which the American 
Medical Association requests Congress to make a thorough 
investigation of the school system in the United States with 
particular reference to the teachers and authors of textbooks 
advocating the overthrow of the American system of free enter- 
prise by the infiltration of un-American policies of collectivism. 
A copy of this resolution was ordered sent to the President, 
Vice President and members of the United States Senate and 
House of Representatives. 

The House also adopted a resolution which voiced protest 
against the use of tax funds provided from the federal govern- 
ment for postgraduate courses in medicine. This resolution 
introduced by the Arkansas delegation urged the adoption of 
efforts to eliminate from future budgets the expense of conduct- 
ing courses in postgraduate work for the medical profession, 
the Arkansas delegation asserting that it is the desire of the 
medical profession of Arkansas to pay personally such fees for 
postgraduate instruction as is received in the future. 

The House adopted a recommendation for the creation of a 
national joint commission on accreditation of hospitals by the 
American College of Physicians, American College of Surgeons, 
American Hospital Association, and the American Medical 
Association. The American College of Surgeons for 25 or more 
years has administered a hospital standardization program. Be- 
cause of the expense of the project, plans were proposed where- 
by several bodies would participate. A report and recommenda- 
tions for the various interested groups has been proposed by 
committees from each organization. The joint findings will be 
acted on by the four associations before they can be accepted 
as the guiding principles for a national joint commission on 
accreditation of hospitals. 

At the request of the Council on National Emergency 
Medical Service, the Board of Trustees agreed to undertake a 
study immediately for the purpose of making recommendations 
and meeting the medical problems which may arise with the 
legislation pertaining to the universal military training act in 
order to best serve the medical and health needs of the armed 
forces and of the civilian population of this nation. Complex 
and far-reaching medical implications are present in this Act. 

An invitation was accepted by the Board of Trustees to meet 
with the officers of the American Hospital Association for dis- 
cussion of hospital-physician relations. 

_The Board also has authorized the appointment of a Com- 
mittee on Nervous and Mental Diseases since the American 
Medical Association does not have a committee on mental 
health. 

The Board approved the appointment of an Advisory Com- 
mittee to the Council on Medical Education and Hospitals, to 
be composed of leaders in the field of education, practice and 
hospital administration, to study the problem of discrepancies 
between the number of internships offered and the number of 
available candidates. The Board has appropriated sufficient 
funds to permit the committee to function. 


OTHER ACTIVITIES 

Senator Robert M. Nixon of California, speaking at the 
Annual Conference of Presidents and Other Officers of State 
Medical Associations, said that physicians should become more 
interested in all types of political issues. At the same time, he 
commended the medical profession for its leadership in urging 
voluntary financial aid to medical schools. Dr. Julian Price of 
South Carolina was succeeded by Dr. W. Andrew Bunten of 
Cheyenne, Wyo., as president of this conference. Dr. J. Stanley 
Kenney of New York City is president-elect. 

One of the highlights of the meetings of the Woman’s 
Auxiliary to the American Medical Association was the presen- 
tation of a check for $10,000 to Dr. Elmer L. Henderson for 
the American Medical Education Foundation. The president of 
this more than 50,000 membership organization is Mrs. Harold 
F. Wahlquist of St. Paul, and the president-elect is Mrs. Ralph 
Eusden of Long Beach, Calif. 
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Another announcement of a large contribution to the Ameri- 
can Medical Education Foundation was from the Board of 
Chancellors of the American College of Radiology, which voted 
to give $2,000 to this fund. 

In the 35th annual tournament of the American Medical 
Golfing Association, V. W. Guidice, Ridgewood, N. J., and 
Harold Sargin, Cleveland, took the honors. More than 260 
physicians turned out for this event. 

Medical artists again exhibited their handiwork at an 
American Medical Association meeting. The exhibit included 
painting, sculpturing, photography, meedlework, ceramics, 
jewelry, and other forms of artistic effort. There were more than 
700 entries in 18 different media. The American Medical Art 
Association, which has 4,000 members in the United States, 
Canada, and Hawaii, now has as its sponsors the J. Henry Helser 
& Co., investment managers on the Pacific coast. This company 
provided approximately 200 trophies for exhibit awards. All 
entries will be displayed at Macy’s department store in New 
York City from June 25 to July 5. 


BROAD MEDICAL INTERESTS 

Evidence of the interest of the profession in the affairs of 
the Association was seen in the large number of visitors attend- 
ing the meetings of the House of Delegates and at the room- 
filled Reference Committee meetings. Many delegates and other 
members of the Association complained that it was impossible 
for them to attend all the meetings that interested them. This 
complaint was in the nature of a compliment, however, because 
it showed the broad field of interest of the House and of the 
various councils and committees that were meeting. From 8 
o'clock in the morning until late in the evening, various groups 
were constantly in session. Except for executive sessions, the 
doors were open to those who wished to enter into any of the 
discussions and to those who merely wanted to listen. Whether 
one attended the scientific demonstrations, listened to the lec- 
tures, or participated in the meetings of the House of Delegates 
and of the councils and committees, such as the Judicial Coun- 
cil, Council on Medical Service, Council on National Emergency 
Medical Service, Council on Medical Education and Hospitals, 
and Advisory Committee of the State Journal Advertising 
Bureau, he could see on all sides eviderice of great activity in 
the medical profession. Thus the reports the delegates are carry- 
ing back to their state societies will not in any way be regarded 
as reflecting limitation in scope of medical interests. Instead 
they will show how physicians today are more determined than 
ever to meet their responsibilities as citizens and practitioners. 


GOVERNMENT MEDICINE—DANGER AHEAD! 


DAVE BECK 
Executive Vice President, International Brotherhood of Teamsters (AFL). 


One of the most critical problems of our time is adequate 
medical care for all of our people. The real crux—the heart of 
the matter is: how can we bring adequate medical care within 
the economic grasp of our citizens? 

That this is the problem few will disagree. 

But the road to final solution is not through socializing the 
medical profession. 

Our job as American citizens is to meet this challenge of medi- 
cal care. We cannot meet it with explosive propaganda aimed 
at destroying the system of free enterprise in the profession of 
medicine. 

The answer to the problem of medical care will not be found 
in any political panacea or through the development of a super 
bureaucracy. The answer to the problem will be neither simple 
nor easy, but it will be found within the framework of our pres- 
ent economic system and our present constitutional safeguards. 


GOVERNMENT MEDICINE CANNOT BE TOLERATED 


The answer as proposed by advocates of Government-con- 
trolled medicine is contrary to our economic structure and goes 
beyond our traditional guarantees. Any system which proposes 
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such modifications in our way of living and doing things would 
lead to a dangerous socialistic trend and cannot be tolerated. 
Such a system would destroy our liberty. 

Patrick Henry 175 years ago said that “eternal vigilance is 
the price of liberty.” It is incumbent upon you members of the 
American Medical Association to be eternally vigilant against 
panaceas and bureaucracies which would socialize your profes- 
sion and destroy initiative and freedom not only among your 
associates today but for generations to come. 

The doctor in America has won his present high place in the 
hearts and spirits of our people through his study, toil, sacrifice 
and service. The long story of medical progress is written in 
thrilling chapters of service to humanity—by unknown research 
workers in the laboratories, by general practitioners in city and 
country, by the specialists and surgeons who devote their skills 
to the art of healing. 

You have earned the respect of your fellow countrymen over 
and over through the work you have done on Main Street, in 
our great cities, on the battlefield, in our hospitals and in the 
classrooms. 


MEDICAL PROGRESS—THE PRODUCT OF INDIVIDUAL INITIATIVE 

The medical profession has grown to its present high estate 
under our system of democratic freedoms. The opportunity to 
meet the challenges of disease and death has been taken by the 
doctors using the weapons of science, truth and skill—all wielded 
within the framework of a free society. That freedom must be 
preserved. For in that freedom medicine has grown and will 
continue to grow if there is no interference with individual 
initiative. The progress of American medicine must not be 
blocked by the impediments of an uncertain and clumsy bureauc- 
racy. 

I have seen the experience of State Medicine in other countries. 
I have traveled abroad extensively in recent years and have had 
the opportunity to see at first hand the failure of Socialized 
Medicine. It is my opinion that if the peoples of any country 
want Socialism or Communism, that is their business and their 
decision. We don’t want either in America! 

The answer lies in Voluntary medical programs—prepaid 
medical plans. The only question is: how best can we perfect 
these programs? 

We have made progress—and great progress. There has been 
an ever-increasing consciousness on the part of the American 
people of the tremendous value and necessity for maximum 
protection against unforeseen medical costs which arise out of 
illness or accident both for the wage earner and for his entire 
family. That a new National health structure is in evolution few 
will deny. 


LABOR UNIONS IN FOREFRONT OF VOLUNTARY HEALTH 
INSURANCE DEVELOPMENT 

There are now more than 72 million people insured under 
one or another of the prepaid medical plans. Today one of the 
outstanding jobs in this field is being performed by the labor 
unions. 

Millions of people are covered by welfare plans as a result of 
labor negotiations during the last two years. An excellent example 
of this will be found in the Western Conference of Teamsters 
which includes the 11 Western States. Since July, 1950, we have 
provided medical coverage for upwards of 180,000 members and 
their families. The sole purpose of our plan is to protect our 
members by seeing that funds are available to pay for medical 
care when the occasion arises. Free choice of doctors is the para- 
mount feature of our plan. 

I would never, under any circumstances, be a party to an 
arrangement of any kind whatsoever, which would deny to any 
man the right to choose the doctor he wishes to treat him in 
his hour of need and suffering. Nor would I refuse any man the 
right to name the medical practitioner in whose hands and skill 
he has the confidence to place the health, perhaps the lives, of 
his loved ones. 


FREE CHOICE OF DOCTORS, HOSPITALS IS ESSENTIAL 


I believe that a tremendous responsibility rests upon all of us 
to see that we continue and expand and improve our Voluntary 
medical care program. No one can deny that the Voluntary plans 
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are doing a magnificent job, but there is still much to do. I do not 
emphasize commercial health and accident coverage, or the Blue 
Shield or Blue Cross Plans, but any sound plan which is on a 
Voluntary basis, allowing free choice of doctors and hospitaliza- 
tion. I have noted, too, that the AMA has not recommended one 
over another, but believes in healthy competition between them. 
It is on the development of these plans that we must have the 
maximum cooperation from the medical profession. 

This system of Voluntary health care is making a great record 
in this country. Let us continue the Voluntary way of doing 
things in America—it is our best protection against any com- 
pulsory way. It is compulsion and interference with our indi- 
vidual freedom and initiative which lead to State control—dic- 
tatorship, Fascism, Communism. We want none of these in 
America. We will not permit any of these to take root in the 
profession of medicine. 

I say to the American Medical Association: you have every 
right in the world to protect the interest of your members and to 
fight for the preservation of your profession. As you well know, 
I believe in unions. And you doctors have a pretty good union. 
I believe in organization—it leads to mutual exchange of ideas, 
knowledge and information and mutual protection. I believe in 
it for the laboring man and I believe in it for the doctor. I say 
to the doctor: join and support your organizations—locally and 
Nationally—and continue the fight for high medical standards, 
for your own self-preservation and against this monstrous evil 
of socialization. More credit and glory to you! 


ONLY UNREGIMENTED MEDICINE CAN SERVE PUBLIC EFFECTIVELY 

I am convinced, and American experience proves it beyond a 
doubt, that the medical profession can advance to its highest 
point of attainment in the service to the public only if it remains 
free and untrammelled. I am positive that the doctor, in the face 
of public need and in pursuit of the high ideals of his profession, 
will make use of his individual freedom, and of his individual 
ability and initiative, to advance as far as intelligence and skill 
will permit. He cannot attain those heights of professional 
achievement under a socialized or regimented system of medi- 
cine. 

The crux of the issue, I repeat is: how can we bring adequate 
medical care within the economic grasp of every citizen in the 
land? The other phases of the medical problem can be more 
readily solved—wider distribution of doctors, more clinics, more 
hospitals, more medical research, more preventive medicine— 
all of these are important and programs for their solution are 
progressing rapidly. 

This problem of bringing medical care to all of the citizens of 
this country is one of the most pressing, and at the same time, 
most troublesome problems we have ever faced. It is difficult to 
solve because it involves two fundamental concepts which some 
say cannot be reconciled: first, free enterprise, the right of the 
doctor to practice his profession as a free man in a free society, 
and—second, the right of the people of the Nation to have 
available to them and within their economic reach, all of the 
medical care and attention which are necessary to keep them in 
the highest state of health known to medical science. 


NO CONFLICT BETWEEN FREE ENTERPRISE AND 
ADEQUATE HEALTH CARE 


I deny that there is any insoluble conflict between these two 
concepts. We must reconcile them to solve our problem. We 
must find some plan whereby free enterprise is preserved and 
wherein the health of the Nation is safeguarded and strength- 
ened. Socialized or Federalized medicine is not the answer. The 
Voluntary way is the American way. 

I believe in the maximum of liberty for all Americans, and in 
their right to rise to high levels of accomplishment, through their 
own skill, initiative and intelligence. I say that we have built this 
great Nation through individual initiative and intelligence. We 
have made mistakes in the past—we will make them in the 
future, but let us never make the mistake of socializing the 
medical profession. We have been born as a great people and 
we will continue to thrive as a great people only under a system 
of free enterprise—free for the business man, free for labor, free 
for the doctors and free for all of our people. 
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MEDICAL LEGISLATION 


STATE 


California 

Bills Introduced.—H. R. 195, proposes that the Assembly Interim Com- 
mittee on Finance and Insurance be directed to study and analyse all 
facts relating to the furnishing of prepaid medical, surgical, hospital and 

related services, especially by unlicensed, unregulated and non- 
professional persons and organizations. A. 2673, to amend the Business 
and Professions Code, proposes to permit the use of the injunctive process 
to restrain violation of such code. A. 2924, to amend the 
act, proposes, among other things, to define unprofessional conduct as 
the procuring, aiding, or abetting in the procuring of criminal abortions; 
the paying for steering patients into one’s office; obtaining a fee on the 
assurance that a manifestly incurable disease will be made entirely well; 
the wilful betrayal of professional secrets of a patient to the detriment of 
such patient; chiropractic advertising which is untrue or misleading; 
conviction of any offense involving moral turpitude; wilful neglect of a 
patient in a critical condition. §. 731, to amend the health and safety 
code, proposes to require hospitals to keep a record of the administration 
of hypnotic drugs, including the amount given, the type, the date, and the 
name and address of the person to whom administered. 

Bill Enacted.—A. 3412, was approved June 1, 1951. It amends the 
Revenue and Taxation Code by specifically providing that the producers 
of X-ray films for the purpose of diagnosis are the consumers of materials 
and supplies used in the production thereof. 


Connecticut 

Bill Enacted.—S. 48, has become Public Act No. 78 of the Acts of 1951. 
It provides for the creation of a board of examiners 
and defines hypertrichology as the removal of superfluous hair by electrical 
or other methods approved by the board of examiners. 


Delaware 

Bill Enacted.—S, 248, was approved June 5, 1951. It amends the Work- 
men’s Compensation Act by providing that if an employer shall, upon 
application made to him, refuse to furnish reasonable surgical, medical, 
and hospital services, medicines, and supplies, the employee may procure 
the same and shall receive from the employer the reasonable cost thereof. 


Bills Enacted.—H. 3, became law without approval June 11, 1951. It 
provides regulations for the employment of county medical examiners and 
sets forth the duties of such medical examiners and the circumstances 
under which autopsies may be permitted. H. 8&8, became law without ap- 
proval June 11, 1951. It provides regulations for the issuing of licenses to 
practice physical therapy by the State Board of Medical Examiners. 
Physical therapy is defined as the treatment of disability injury and disease 
by non-medical means comprising the use of massage, therapeutic exer- 
cises, and the physical, chemical, and other properties of heat, light, water, 
and electricity (except roentgen rays, radium, and electrosurgery). H. 193, 
became law without approval, June 11, 1951. It provides amendments to 
the Chiropractic Act relating to grounds for revocation of a license. 
Among other grounds set forth in the new law which would justify the 
revocation of a chiropractic license is that the licentiate permits persons 
not licensed to practice chiropractic in the state to set up in his office 
what is commonly called and termed “Traveling Clinics’ and permits 
these unlicensed persons to practice chiropractic under color of the 
licentiate’s certificate or to counsel or advise persons concerning the cure 
or treatment of any disease or body ailment. H. 194, became law without 
approval, June 11, 1951. It provides that no person shall operate a 
chiropractic hospital without first obtaining a license from the Florida 
State Board of Chiropractic Examiners, permitting him so to do. H. 799, 
was approved June 9, 1951. It directs the tuberculosis board to provide 
adequate facilities for the compulsory n and treatment of persons 
afflicted with tuberculosis. H. 1047, became law without approval, June 11, 
1951. It provides that in any hospital or hospitals supported in whole or 
part by taxes collected in Bay County, Florida, and operated in that 
county, all citizens and tax payers of the county shall have the right to be 
admitted to such hospital or hospitals, and in the management of such 
hospital or hospitals no discrimination shall be made against any physi- 
cian or surgeon, provided such physician or surgeon has been admitted 
to the general practice of medicine or surgery under the laws of the state, 
and all such physicians or surgeons shall have equal privileges in treating 
patients in said hospital or hospitals. The law further provides that the 
Board of Trustees shall organize a staff of physicians and surgeons com- 
posed of every practicing physician and surgeon in the county, and such 
physicians and surgeons shall hold their position on said staff as long as 
they comply with the rules and regulations laid down by the Board of 
Trustees. H. 1332, became law without approval, June 11, 1951. It 
authorizes certain judges and county solicitors throughout the state to 
secure the services of a physician in connection with the investigation of 
crime or under circumstances where such services are deemed necessary 
for the investigation of crime, and it fixes the fee to be paid to such 
physician for the services which may be rendered. H. 1385, became 
law without approval, June 11, 1951. It authorizes the Board of County 
Commissioners of Saint Lucie County to enter into contracts which would 
provide for its employees and the members of their family medical, sur- 

, hospital and similar costs resulting from illness or injury to such 
persons. H. 1550, became law without approval, June 11, 1951. It author- 
izes the board of county commissioners of certain size counties through- 
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out the state to provide and secure insurance for its employees and the 
members of their family which would provide funds to defray medical, 
surgical, hospital and similar costs resulting from the illness of, or injury 
to, such persons. H. 1578, became law without approval, June 11, 1951. 
It authorizes the Board of County Commissioners of Broward County to 
appoint and employ a County Medical Examiner who shall be a licensed 
practicing physician or surgeon in the state. The law sets forth the powers 
and duties of such County Medical Examiner relating to autopsies and 
investigation of death. S. 385, was approved June 7, 1951. It provides 
regulations whereby persons found to have active tu 

certain circumstances, be committed to a state hospital for treatment. 
S. 672, became law without approval, June 11, 1951. It provides that any 
condition or impairment of health of municipal firemen caused by 
tubercu h jon or heart disease, shall be presumed to have been 
suffered in line of duty unless the contrary is shown by competent evi- 
dence, provided that such firemen shall have successfully passed a physical 
examination on entering into such service which failed to reveal any 
evidence of such condition. S. 876, became law without approval, June 11, 
1951, It authorizes the City Council of Miami to establish a health 

for officers and employees of the city and their families. S. 946, became 
law without approval, June 11, 1951. It authorizes the Board of County 
Commissioners of Alachua County, to provide a plan for group insurance, 
dismemberment, accidental death, hosp tion, 

expense insurance for employees and members of their family. S. 1053, 
became law without approval, June 11, 1951. It provides circumstances 
whereby hospitals may obtain a lien for all reasonable charges for hos- 
pital care, treatment and maintenance of ill or injured persons upon any 
and all causes of action ipod to such persons or their legal repre- 
sentatives. 


Illinois 

Bill Introduced.—S. 718, proposes to authorize the use of the injunctive 
process to prohibit the unlicensed practice of any profession or occupa- 
tion in the state which requires a license from a state board. 


Massachusetts 

Bills Introduced.—H. 2554, proposes to require the committee on edu- 
cation to sit during the recess of the legislature to make studies relative 
to the establishment of a medical school by the University of Massachu- 
setts. H. 2568, proposes to authorize the board of registration in medicine 
to examine applicants for licenses to practice physical therapy and to 
grant licenses therefor. Physical therapy is defined as the treatment of any 
bodily or mental condition of any person by the use of the physical, 
chemical and other properties of heat, light, water, electricity, massage, 
and active and passive exercise. The use of roentgen rays and radium for 
diagnostic and therapeutic purposes and the use of electricity for surgical 
purposes, including cauterization, would not be authorized 


Michigan 
Bilis Enacted.—H. 214, has become Public Act No. 175 of the Acts of 
1951. It amends the narcotic law by fixing penalties for the sale of nar- 
cotics to minors. H. 368 has become Public Act No. 166 of the Acts of 
1951. It provides an appropriation for the construction of a southwestern 
ichi berculosis sanatori 


Michigan tu um somewhere in or near the city of Kala- 
mazoo, 


Pennsylvania 


Bills Introduced.—H. 1259, proposes the enactment of a uniform narcotic 
drug act. H. 1314, proposes an appropriation for the purpose of reimburs- 
ing hospitals for the cost of training student nurses in approved schools of 
nursing. H. 1376, proposes to increase the size of the Advisory H 

from seven (7) to ten (10) and to provide that five (5) of the 
members of such board should be doctors of medicine. H. 1413, proposes 
to make it a felony to furnish or give narcotic drugs to a minor. H. 1428, 
proposes amendments to the pharmacy act among which is a new defini- 
tion of the term “prescription” which would mean an order for drugs or 
medicines or combinations or mixtures thereof written or signed by a 
duly licensed physician, dentist or veterinarian or other medical practi- 
tioner licensed to write prescriptions intended for the treatment or 
prevention of disease in man or animals. 

Bills Enacted.—H. 368 was approved May 22, 1951. It is a law providing 
for the licensing of and regulating of professional nurses. H. 60, was 
approved May 24, 1951. It provides that in any proceeding to establish 
paternity the court on motion of amendment shall order the mother, her 
child and the defendant to submit to one or more blood-grouping 
by a duly qualified physician to determine whether or not the defendant 
can be excluded as being the father of the child and the results of such 
tests may be received in evidence in cases where definite exclusion of the 
defendant is established. 


South Carolina 

Bill Enacted..—H. 1039 was adopted January 17, 1951. It provides for 
the creation of a committee to investigate and make a study and research 
of the South Carolina unemployment law with particular 
attention to the insurance rates in South Carolina and other jurisdictions. 


Vermont 

Bill Introduced.—H. 386, proposes the appointment of a special com- 
mission to investigate the conditions existing at the Vermont state 

Bills Enacted.—H. 229 was approved April 13, 1951. It requires super- 
intendents of schools to cause a qualified person to test the hearing of all 
pupils under his supervision in grades one, two, three, five, seven, and 
nine. The prior law permitted such examination to be made by teachers. 
H. 261, was approved May 18, 1951. It provides for the establishment of 

alcoholic rehabilitation commission to assist in the control of the effects 
of alcoholic beverage consumption by the estabiishment of a state program 
for medical and other scientific care and treatment and rehabilitation of 
alcoholics. H. 270, was approved April 10, 1951. It is an occupational 
disease law. 
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ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION AT THE ANNUAL SESSION IN 
ATLANTIC CITY, N. J.. JUNE 11-15, 1951 


The actions of the House of Delegates at the Atlantic City 
Session are herewith abstracted so that the readers may have this 
information in digest form. The official proceedings will be made 
available, as in the past, in a booklet, which will be sent to all 
members of the House of Delegates and officers of the American 
Medical Association by the Secretary. This booklet will not be 
available for several weeks.—Eb. 


Invocation 


Rev. Harvey Bennett, Pastor of First Presbyterian Church of 
Atlantic City, delivered the following invocation: 


Almighty and Eternal God, Infinite Architect of the Universe, | 


by whose power the worlds were formed, by whose laws the 
planets run their courses, by whose inspiration scholars have 
searched for truth, prophets preached and poets penned their 
poems of life, to whom all hearts are open, all desires known, 
and from whom no secrets are hid, whose excellency is more 
than we can know, yet Thou art all that we adore. From the 
confused voices of our life we turn to Thy silent presence. From 
Thy darkened skies we venture forth into Thy pure and infinite 
light. In Thy light, may we see light. Through Thine infinite 
wisdom may we have that wisdom which shall discern truth 
from falsehood, right from wrong, justice from injustice. 

O God, our heavenly Father, we commend to Thy divine 
providence this noble company of physicians, delegates to the 
American Medical Association, as they have assembled them- 
selves in our city by the sea for their hundredth annual session. 
We are conscious that Thou hast blessed their consecrated 
efforts in the past as they have diligently and earnestly labored to 
alleviate pain and suffering by the touch of their skillful hands, 
administered in love to the afflicted bodies of mankind. As they 
follow in the footsteps of the Divine Physician of Life, and as 
they diligently search, may they find new methods of aiding those 
who suffer. Give to them a new sense of their responsibility and 
added strength for the tasks that lie before them. 

And O God, we ask these blessings upon Thy servants who go 
about night and day alleviating suffering, in the name of Jesus 
Christ who while on the earth went about healing the broken 
bodies of men, giving hope to the hopeless, and life to the lifeless. 
Amen. 


Adoption of Proceedings of Cleveland Clinical Session 
Dr. George F. Lull, Secretary, presented the Proceedings of 
the Cleveland Clinical Session as printed and distributed to the 
members of the House of Delegates, which on motion of Dr. 
Val H. Fuchs, Louisiana, seconded by Dr. Charles H. Phifer, 
I!linois, and carried, were adopted as published. 


Roll Call 


The Secretary, Dr. George F. Lull, called the roll and 
announced that more than a quorum had responded. 


Address of Speaker 

The Vice Speaker, Dr. James R. Reuling, took the chair 
while Dr. F. F. Borzell, Speaker, presented the following address, 
which was referred to the Reference Committee on Reports of 
Officers, with the exception of the portion dealing with the 
creation of a new reference committee which was referred to 
the Reference Committee on Amendments to the Constitution 
and By-laws. 

Members of the House of Delegates: 

We are opening the One Hundredth Annual Session of the 
House of Delegates of the American Medical Association. My 
first task is to pay tribute to the passing of Dr. Roy Fouts who 
has gone to his reward since we last convened. Dr. Fouts was a 


member of this House for many years, the last few of which he 
served as your Speaker. We mourn his loss as a man, as a States- 
man, as a staunch supporter of and fighter for those high prin- 
ciples on which our profession is based. He rightfully belongs in 
that great gallery of medical men whose services to organized 
medicine have laid firm foundations on which we can build with 
assurance that the structure will withstand the bitter winds of 
adversity and the strife of a troubled world. We can, with sin- 
cerity, say that he fought a good fight and he kept the faith. 

I must als® inject another note of sadness by the announce- 
ment of the death of one who has served this House and the 
American Medical Association for many years. Miss Jewel 
Whelan passed away just a few weeks ago. She was to retire after 
this Session after many years of faithful and devoted service to 
the American Medical Association. 

A centennial anniversary should be an occasion for reminis- 
cences and review of the accomplishments of the organization 
but this is neither the time nor the place for such pleasant 
pastimes. 

The passing years have not eased our tasks or reduced our 
responsibilities. On the contrary, because our predecessors have 
built so well, we find ourselves in the forefront of a struggle for 
the preservation of the very fundamentals of those principles 
which make life worth living. There have been times when clouds 
were dark and it looked as though our structure would crumble, 
but I say to you in all sincerity. that the American Medical 
Association was never stronger than it is today. 

A review of the activities of this body through the years reveals 
a steadfast adherence to sound principles, high ideals, and an 
unswerving code of ethical conduct of which we need not be 
ashamed. Today the world looks to this House of Delegates as 
the true voice of American medicine. Throughout the years every 
action taken by this House was measured in terms of what would 
be best for those we serve. We have not hesitated to modify our 
positions if we found in so doing we were improving the quality 
of medical service to the people. 

The officers we have elected to direct the affairs of the Asso- 
ciation voice only the policies this House adopts. We, in turn, 
are the elected representatives of almost the entire profession 
of America. Any inference that a handful of self-interested 
individuals tells us what to think is so contrary to the history of 
the body as to constitute a libelous slander on the integrity and 
intelligence of the vast majority of the physicians of the country. 

You have each just within the last few weeks received a com- 
munication which implied that you are naive children who have 
been led astray. I refer to the letter from the Committee for the 
Nation’s Health under date of May 22: 

“In order that the medical profession will not be justified in 
feeling that President Henderson had spoken accurately because 
no denial has been made in the medical press by the Committee 
for the Nation’s Health, the Committee sends a copy of its letter 
to President Henderson with the hope that the officers of the 
American Medical Association and of the state societies will be 
glad to enlighten the medical profession even if Dr. Henderson 
does not wish to do so.” 

Dr. Henderson certainly needs no defense for his courageous 
and untiring leadership these many years, but is there not in this 
letter a semblance of invidious reflection on the integrity and 
intelligence of the House? I apologize for having possibly 
digressed from the established policy that the Speaker should 
not make a speech but in justification I can only say that as your 
Speaker and as a member of this House for sixteen years I most 
emphatically defend the House against any implied reflection on 
its intelligence. 
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There are two events which mark the opening of this One 
Hundredth Session which call for special attention. 

The first is the initial attendance, as special delegates, the first 
representatives of the newborn Student American Medical Asso- 
ciation. May I, at this time, introduce to the House: 

Warren R. Mullen, of Jackson, Mich., a student at the Uni- 
versity of Michigan Medical College and President of the Stu- 
dent American Medical Association. 

Harry W. Sandberg, of Moline, Ill., a student of Illinois 
College of Medicine, Chicago. He is Vice President of the 
Student American Medical Association. 

I had hoped this morning to introduce the new Surgeon Gen- 
eral of the Army, Dr. George Armstrong, who expected to act 
as delegate from the United States Army but who because of ill- 
ness was compelled to ask the Deputy Surgeon General Paul 
Streit to serve. . 

It has been necessary for a few years past to request the House 
for authority to appoint a special Reference Committee on 
Emergency Medical Service. This must be done again at this 
Session. It seems, however, that the emergency has become a 
permanent condition. This House has authorized a new section 
on Military Medicine which is receiving enthusiastic support. 
In order, then to provide a reference committee that can con- 
sider the many problems involving military medical affairs and 
to permit the advance publication of the personnel of this com- 
mittee with other standing reference committees, the Speaker 
would recommend that the House approve an amendment to 
establish a new reference committee to be known as The Refer- 
ence Committee on Medical Military Affairs and Civil Defense. 


REFERENCE COMMITTEES OF HOUSE 
OF DELEGATES 


The reference committees and appointments for this Session 
are as printed in the Handbook including changes, as follows: 


SECTIONS AND SECTION WORK: 


Willard A. Wright, Chairman, North Dakota 

Percival Bailey, Section on Nervous and Mental Diseases 
Harvey B. Matthews, Section on Obstetrics and Gynecology 
Norman S. Moore, New York 

Arthur A. Brindley, Ohio 


RULES AND ORDER OF BUSINESS: 
Walter E. Vest, Chairman, West Virginia 
Dexter H. Witte, Wisconsin 
John M. Porter, Kansas 
William A. Hyland, Michigan 
James P. Wall, Mississippi 


REPORTS OF BOARD OF TRUSTEES AND SECRETARY: 
Edgar V. Allen, Chairman, Section on Experimental Medi- 
cine and Therapeutics 
Val H. Fuchs, Louisiana 
Jacob W. Bird, Maryland 
Charles G. Hayden, Massachusetts 
Robert E. Schlueter, Missouri 


MEDICAL EDUCATION AND HOspPITALs: 
William Bates, Chairman, Pennsylvania 
James S. Stevenson, Oklahoma 
Joseph F. Londrigan, New Jersey 
Henry S. Ruth, Section on Anesthesiology 
Harlan A. English, Illinois 


LEGISLATION AND PUBLIC RELATIONS: 
Leo G. Christian, Chairman, Michigan 
Hugh H. Hussey Jr., District of Columbia 
J. Paul Jones, Alabama 
Denver M. Vickers, New York 
William W. Skipp, Ohio 


HYGIENE AND PusBLic HEALTH: 
Louis M. Orr Il, Chairman, Florida 
W. Palmer Dearing, United States Public Health Service 
Stanley H. Osborn, Section on Preventive and Industrial 
Medicine and Public Health 
Charles F. Strosnider, North Carolina 
Herbert H. Bauckus, New York 
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AMENDMENTS TO CONSTITUTION AND By-Laws: 
Robertson Ward, Chairman, California 
Jesse D. Hamer, Arizona 
Everett P. Coleman, Illinois 
George Braunlich, lowa 
J. B. Lukins, Kentucky 
REPORTS OF OFFICERS: 
Britton E. Pickett Sr., Chairman, Texas 
George M. Fister, Utah 
John M. Emmett, Virginia 
Harold F. R. Brown, New York 
William F. Costello, New Jersey 
CREDENTIALS: 
H. Russell Brown, Chairman, South Dakota 
Karl S. J. Hohlen, Nebraska 
Charles L. Farrell, Rhode Island 
Charles T. Stone Sr., Section on Internal Medicine 
Everett C. Fox, Section on Dermatology and Syphilology 
INDUSTRIAL HEALTH: 
Earle M. Chapman, Chairman, Massachusetts 
Ralph A. Johnson, Michigan 
Bertie O. Edwards, North Carolina 
Carlton E. Wertz, New York 
James Z. Appel, Pennsylvania 


EXECUTIVE SESSION: 
Homer G. Hamer, Chairman, Indiana 
Howard K. Petry, Pennsylvania 
Donald Cass, California 
Willis I. Lewis, Illinois 
Charles J. Kickham, Massachusetts 


INSURANCE AND MEDICAL SERVICE: 


William R. Brooksher, Chairman, Arkansas 
Maurice J. Dattelbaum, New York 

John W. Green, California 

William H. Halley, Colorado 

Benjamin H. Minchew, Georgia 


MISCELLANEOUS BUSINESS: 


Andrew A. Eggston, Chairman, New York 
Thomas J. Danaher, Connecticut 

Alfred S. Hartwell, Hawaii 

Hoyt B. Woolley, Idaho 

Clifford C. Sherburne, Ohio 


TELLERS: 
George S. Klump, Chairman, Pennsylvania 
Eugene F. Hoffman, California 
Robert H. Hayes, Illinois 
Deering G. Smith, New Hampshire 
Carl H. Gellenthien, New Mexico 


SERGEANTS AT ARMS: 
Hollis E. Johnson, Chief, Section on Diseases of the Chest 
John K. Glen, Texas 
Charles M. Hamilton, Tennessee 


The Speaker respectfully requests the authorization of a 
Special Reference Committee on Emergency Medical Service as 
follows: 

J. Arnold Bargen, Chairman, Minnesota 

Frank H. Krusen, Section on Physical Medicine and Reha- 
bilitation 

L. Howard Schriver, Ohio 

Elmer Hess, Pennsylvania 

Raymond L. Zech, Washington 

Paul Streit, U. S. Army 

Clarence J. Brown, U. S. Navy 

Dan C. Ogle, U. S. Air Force 

George Lyon, Veterans Administration 


IN MEMORIAM 
The Speaker read the list of names of former members of 
the House of Delegates and Officers of the Association who had 
passed away during the past year, after which the members of 
the House rose in respect to the departed members and officers: 
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REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 

Dr. B. E. Pickett Sr., Chairman, presented the following report 
which was adopted section by section and as a whole: 

The Speaker's tribute to the memory of Dr. Roy Fouts, a 
former Speaker of this body, well expresses the sentiments of 
this House of Delegates. 

Your reference committee commends the forceful remarks of 
the Speaker, especially in his discussion of the steadfastness, high 
ideals and ethical conduct of the American Medical Association 
through the years. It is the sense of this committee that we 
cannot better express that which we would convey to you than 
by quoting a paragraph from the Speaker’s remarks: 

“A review of the activities of this body through the years 
reveals a steadfast adherence to sound principles, high ideals, 
and an unswerving code of ethical conduct of which we need 
not be ashamed. Today the wor!d looks to this House of Dele- 
gates as the true voice of American medicine. Throughout the 
years every action taken by this House was measured in terms 
of what would be best for those we serve. We have not hesitated 
to modify our positions if we found in so doing we were im- 
proving the quality of medical service to the people.” 


The Speaker’s treatment of the situation involving a letter 
from the Committee for the Nation’s Health properly interprets 
the position of the American Medical Association on this ques- 
tion, and your committee agrees in its entirety with the support 
of President Henderson in this matter. 


REPORT OF REFERENCE COMMITTEE ON AMENDMENTS 
TO CONSTITUTION AND By-Laws 
The Reference Committee on Amendments to Constitution 
and By-Laws presented the following report which was adopted 
and the By-Laws so amended: 


The Speaker, in his address to the House at the opening meet- 
ing, suggested the establishment of a Reference Committee on 
Military Affairs. This was to eliminate the necessity for the 
appointment of a special reference committee at each session 
of the House to handle these subjects. This had been anticipated 
by the Interim Committee on Constitution and By-Laws, and 
in Dr. McCarthy’s report he had moved for a change in the 
By-Laws, as follows: Add paragraph (14) “Medical Military 
Affairs, to which will be referred all matters relating to military 
affairs and civilian defense.” Division 3, Chapter X, Section 
5 (D). 


Resolution on Death of Dr. Roy W. Fouts 

Dr. James P. Wall, Mississippi, presented the following reso- 
lutions, which were adopted on motion of Dr. Wall, seconded 
by several delegates and carried by a standing vote: 

Life, with its ever changing cycle, brings experiences of varied 
kinds—some fraught with gladness, others laden with sadness. 
Man has a time to come and a time to go, yet his tenure is com- 
mensurate not with years spent, but rather in deeds wrought. In 
the course of human events the passing from God's footstool 
is to be expected, and though mindful of the immutability of 
such a law, mere mortals are never prepared for the inevitability 
of this denouement. It is true that posthumous glory soon sinks 
into forgetfulness, it is equally true that a good man lives long 
after he has dropped into the tongueless silence of a dreamless 
sleep. 

An estimate of one’s character is very apt to be biased by per- 
sonal relation and association, and a true evaluation is merged 
into the maze of circumstance and lost in the exigencies of 
time. Nevertheless, there has come to this House of Delegates 
the grim realization that it suffered a great sorrow when death 
came, as it must come to all, to Dr. Roy W. Fouts on March 
27, 1951. 


Dr. Fouts was all the term “gentleman” connotes. Gentle, 
without fear; meek, without repining; modest, without prudery; 
gifted, without pedantry and friendly, without effusion. No one 
ever had the temerity to question his motives, impugn his in- 
tegrity, asperse his character or doubt his courage. Unswayed 
by popular clamor he kept the even tenor of his way, possessed 
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of a fine intellect, a wonderful calmness, a rare poise, a kindly 
disposition, an unusual sense of humor, a clear understanding 
of his vocation and a due appreciation of the weightier matters 
of life. 

As a member, Vice Speaker and Speaker of the House of 
Delegates of the American Medical Association, he was at all 
times considerate of the rights of others, fair in his rulings and 
impartial in the conduct of these offices. As Vice President of 
the American Medical Association, being a firm believer in the 
righteousness of its cause, he worked in and out of season to 
promote those standards that have made American medicine 
the standard of the world. 

Though not unmindful that expressions of condolence often 
fall far short of their intended meaning and that many times 
words of sympathy are mere emptiness, this House, knowing 
Dr. Fouts as it did, knows it has suffered a great loss, and it is 
seeming and fitting at this time that it should take cognizance 
of the passing of our confrere; therefore be it 

Resolved, By the House of Delegates of the American Medical Associ- 
ation in Annual Session in Atlantic City, New Jersey, June 11, 1951, that 
in the slipping away of Dr. Roy W. Fouts this body has lost a stalwart 
defender of its most precious tenets; organized medicine, a warrior worthy 
of his steel; the community an upright citizen, and the Healing Art, an 


exponent of whom it may truly be said: ‘“‘He was a workman that needeth 
not be ashamed”; and be it further 


Resolved, That a copy of these resolutions be forwarded to the family 
of our deceased comrade and friend. 


Photograph of House of Delegates 
An official photograph of the House of Delegates was taken. 


Distinguished Service Award to Dr. Allen O. Whipple 
Dr. Louis H. Bauer, Chairman, Board of Trustees presented 
the report of the Committee on Distinguished Service Award of 
the American Medical Association which submitted five names 
to the Board of Trustees, from which the Board selected the fol- 
lowing three in alphabetical order: Maj. Gen. Harry G. Arm- 
strong, Surgeon General of the U. S. Air Force; Dr. Torald Soll- 
mann, Cleveland; and Dr. Allen O. Whipple, New York City. 
The result of the first ballot for recipient for the Distinguished 
Service Award was as follows: 

Dr. Armstrong, 61; Dr. Sollmann, 50 and Dr. Whipple, 71. 

The Speaker announced that since there was no majority, the 
one receiving the lowest number of ballots would be eliminated 
and the House would proceed to vote on the other two. Ballots 
were again distributed for a vote for either Dr. Armstrong or 
Dr. Whipple. 

Dr. George S. Klump, Chairman of the Tellers, reported that 
Dr. Armstrong had received 80 votes and Dr. Whipple 98, and 
the Speaker declared Dr. Allen O. Whipple, New York, the re- 
cipient of the Distinguished Service Award for 1951. (See THE 
JouRNAL, June 23, 1951, page 735.) 


Contribution to American Medical Education Fund 

by American College of Radiology 
Dr. Warren W. Furey, Illinois, on behalf of the American 
College of Radiology, presented to the House a check of that 
organization for $2,000.00 in contribution to the American 
Medical Education Fund, which was received by the Speaker 
with thanks to the College. 


Address of Past President James E. Paullin 

Dr. James E. Paullin, Past President, addressed the House as 
follows: 
Mr. Speaker, Members of the House of Delegates: A little 
over a year ago this House passed a resolution extending to 
Mrs. Pauilin and me its sympathy and prayers for a speedy 
recovery from an automobile accident which happened to us. 
This resolution was delayed in reaching me and I did not have 
an opportunity to express our deep and abiding pleasure at re- 
ceiving thoughts from such a noble organization. While my 
thanks and those of my good wife are delayed in reaching you, 
I wish to present myself today in person in answer to your 
prayers, recovered wholly, and I am delighted to be back with 
you. Thank you. 
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Report of Reference Committee on Rules 
and Order of Business 

Dr. Walter E. Vest, Chairman, presented the following report 
and moved its adoption. The motion was seconded and carried, 
after which the Speaker announced that the chairmen of the 
reference committees would meet with the Vice Speaker immedi- 
ately on adjournment of the meeting: 

Mr. Speaker and Gentlemen of the House: Your Committee 
on Rules and Order of Business offers the following preliminary 
report: That we recess at 1:00 p. m. today and reconvene at 
2:30 p. m.; that all committees (and that means all, every com- 
mittee, and we want every member of every committee there) 
meet for hearings promptly at 9:30 a. m. Tuesday, and that the 
House will recess this afternoon until 9:00 a. m. Wednesday. 

Your committee sees now no reason for an executive session. 
If the occasion should arise, we will consider that of course; but 
at present we see no reason for it. 


Address of the President, Dr. Elmer L. Henderson 
Dr. Elmer L. Henderson, President, presented the following 
address, which was referred to the Reference Committee on 
Reports of Officers: 
Mr. Speaker, Members of the House of Delegates: 


For the past two and one-half years we of the medical pro- 
fession have devoted a great deal of time and energy to our 
battle against the advocates of socialized medicine. Despite the 
intensity of that battle, the American Medical Association not 
only has continued, but has accelerated, its many positive activi- 
ties designed to advance the health of the nation. With the 
socialistic threat now dispelled, at least temporarily, I believe 
that this is a good time to remind both doctors and the public 
of the basic, long-range objectives of this organization. Stated 
briefly, those objectives are to promote the national health 
through scientific activities, to foster and maintain high stand- 
ards of medical practice, and to solve health problems in a 
manner most conducive to the public welfare. 

The American Medical Association has a wide range of in- 
terests and programs based on those positive objectives. Today, 
therefore, in my last report to you as President of the American 
Medical Association, I should like to touch on a number of 
developments or activities aimed at our long-range goals. 

1. We have taken recent steps to make possible a concerted, 
nationwide effort to demonstrate how private initiative can meet 
the financial problems of American medical schools. On last 
May 16 the American Medical Education Foundation was 
merged with the National Fund for Medical Education, of which 
Mr. Herbert Hoover is honorary chairman. 

The American Medical Education Foundation will continue 
to solicit funds from physicians, medical organizations and 
others in the field of medicine. The National Fund for Medical 
Education will concentrate its money-raising efforts on lay 
groups, business, industry and all other potential private donors 
outside the medical profession. All funds collected will be chan- 
nelled to the National Fund for Medical Education, which will 
serve also as the distributing agency. It is anticipated that the 
first distribution of funds to medical schools will be made on or 
about July 1 of this year. 

I urge all American doctors to give maximum support to the 
continuing drive for private aid to medical education. This new 
fund-raising consolidation marks only the beginning of an 
accelerated, large-scale offensive to show that American methods 
can provide the nation’s medical schools with both solvency 
and freedom. 

2. We are cooperating actively with other professional groups 
to meet the problems of hospital standardization. After nine 
months of careful study and planning with the American College 
of Surgeons, the American College of Physicians and the Ameri- 
can Hospital Association, a plan has been formulated relative 
to the accreditation of hospitals. This program, it should be 
understood, has no relationship to the intern and residency train- 
ing program. The plan is covered in detail in the Board of Trus- 
tees’ report. The committee which represented the American 
Medical Association believes that it is an excellent solution of 
the problem. 

3. We are placing particular emphasis on efforts to promote 
the maximum growth and development of voluntary health in- 
surance. Our objective is low-cost, comprehensive protection, 
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available on a sound medical and financial basis to every Ameri- 
can who needs it or wants it. To this end, our Council on Medi- 
cal Service and other interested American Medical Association 
departments are cooperating with medical societies, hospitals, 
insurance companies, labor unions, business and industrial con- 
cerns, farm and fraternal organizations, and all other sound 
agencies in the field. As a result of the efforts by all concerned, 
in the direction of both increased enrolments and improved 
coverage, it is estimated that close to 80 million Americans 
will be protected by some form of voluntary health insurance 
at the end of this year. 

4. We are advocating the establishment and effective use of 
grievance committees to iron out misunderstandings between 
physicians and patients, and we are giving active assistance to 
state and county medical societies to further that objective. Such 
programs now are in operation in at least three-fourths of the 
states and in more than 400 counties. 

5. We are encouraging and aiding the establishment of night 
and emergency call systems, to assure 24-hour medical service 
in local communities. The number of such plans set up by 
county medical societies increased from 60 in 1948 to 329 in 
January of this year, and we expect to stimulate a sharp increase 
in that rate of growth during the next year or two. 

6. We are urging physicians and medical societies to play a 
leading role in the development and operation of community 
health councils, to solve local health problems and improve 
local health facilities. As a result, there now are some 1,200 
community health councils or committees and 30 state health 
councils. 

7. We are working constantly to assure an adequate supply 
of properly trained physicians, and there is no better evidence 
of that work than the fact that the United States has more doc- 
tors in proportion to population than any other country except 
Israel. Furthermore, we also are working constantly to improve 
the distribution of physicians, and we are urging every state 
medical association to adopt an active program for placing doc- 
tors in communities which need them. In this connection, inci- 
dentally, the number of doctors seeking location now exceeds 
the number of communities looking for doctors. 

8. We are encouraging and promoting increased interest in 
general practice and greater emphasis on the training of good 
family doctors in the medical schools and in the scientific 
meetings and activities of the American Medical Association 
and other professional organizations. Recent surveys by the 
Council on Medical Education and Hospitals show that general 
practice is attracting an increasing percentage of medical stu- 
dents and young physicians. 

Because of this definite trend, and to help stimulate it further, 
I have a suggestion regarding the annual award given to the 
general practitioner of the year. In the past, as you know, all 
of the recipients of the annual medal have been fine, outstanding 
men beyond middle age. But there also are many excellent young 
doctors in general practice, and their number is increasing. 
Therefore, I recommend that we establish two annual awards 
for outstanding general practitioners, one to a member over 50 
years of age, and the other to a member under 50. 

9. We are continuing and expanding the many scientific 
activities which make the American Medical Association the 
focal point of American health progress in this era of dramatic, 
fast-moving advance. Playing an important part in this work, 
both to inform the medical profession and protect the public, 
are the Council on Pharmacy and Chemistry, the Council on 
Physical Medicine and Rehabilitation, the Council on Foods and 
Nutrition, the Bureau of Investigation and a wide variety of 
additional bureaus and committees. 

10. We are keeping doctors up to date on the latest medical 
advances by means of the annual and clinical sessions of the 
American Medical Association, THE JoURNAL and other scientific 
publications of the association, and an extensive library and 
informational service. At the same time we are keeping the public 
informed through the lay publications and many other activi- 
ties of the Bureau of Health Education. Speaking of THE 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, you will be 
interested to hear that its weekly circulation has increased from 
137,000 to 168,000 since establishment of the annual dues pay- 
ment including a JOURNAL subscription. 

At this point I would like to commend our Editor, Dr. Austin 
Smith, and his staff for the outstanding job they have done in 
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the improvement not only of THE JoURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION but also of the special journals. 

11. We are continually working with both employers and 
employees to reduce health hazards in industry, and our Council 
on Industrial Health sponsors an annual congress to spur 
progress in that field. 

12. We are doing a great deal of special work through our 
Committee on Rural Health, which also holds an annual confer- 
ence devoted to the solution of health and medical care prob- 
lems in rural areas. * 

13. We are working to bring about a closer relation between 
medical affairs and federal activities by means of our Washing- 
ton office, the Committee on Legislation and the Bureau of 
Legal Medicine and Legislation. 

14. We are cooperating with the federal government, the 
armed forces and all other interested agencies—through our 
Council on National Emergency Medical Service—to assure a 
proper supply and distribution of doctors to serve the interests 
of national defense and security. 

15. We are taking an active part in the international activi- 
ties of the World Medical Association, which I have the honor 
of heading, and American doctors are a major factor in the 
financial support of that worthy instrument for aiding world 
cooperation. 

Despite the fact that I have touched on 15 different areas of 
activity, I nave only scratched the surface of the American Medi- 
cal Association’s many and varied projects in the scientific, pro- 
fessional, social, and economic phases of medicine. It is our 
determination that these positive activities will continue to 
expand, in pace with the tremendous progress of this free nation, 
and for the benefit of all the American people. That is why we 
have been fighting for two and one-half years to save American 
medicine from the deadly hand of bureaucratic control. And 
in that connection, before I close, I have an announcement to 
make concerning the National Education Campaign. 

Your Campaign Coordinating Committee and Board of Trus- 
tees, acting on the recommendation of Clem Whitaker and 
Leone Baxter, the campaign directors, have decided to terminate 
the National Education Campaign at the end of this year. We 
agree that the great campaign success of the past two and one- 
half years, plus the additional progress expected during the 
remainder of 1951, in cementing our now strong position with 
the public, will make it unnecessary to continue an intensive 
program in 1952. 

As we approach the end of the National Education Campaign, 
however, we should broaden the permanent public relations 
program carried on by the regular staff of the American Medi- 
cal Association. This should be done, not only to hold the ground 
already gained, and to ward off any new attacks which might be 
made, but also to continue the positive educational work which 
is so necessary for the long-range future of American medicine. 

As of now, we have defeated the efforts to socialize medicine 
through the enactment of compulsory health insurance, and we 
have moved a long way toward the ultimate goal of proving 
that voluntary methods can solve American medical care 
problems. 

The progress in our Nationa? Education Campaign and in 
related activities represents a tremendous amount of hard work 
by your American Medical Association officers and staff, by the 
Coordinating Committee and Board of Trustees, by the officers 
and lay staffs of the state and county medical societies and by 
the women’s auxiliaries. Thousands of individual doctors 
throughout the country have given time and effort in almost 
superhuman proportions to help make medicine’s campaign suc- 
cessful. 

As Chairman of the Coordinating Committee and the Board 
of Trustees, and then for the past year as President, I have 
appreciated deeply your cooperation, and that of all American 
doctors, in the great mutual tasks which we have had to per- 
form. In particular, there are no words to express my personal 
appreciation for the brand of close cooperation in many difficult 
times exhibited by the hard working and dedicated members of 
your Campaign Coordinating Committee and the Board of 
Trustees. They deserve this Association’s sincere gratitude for 
a difficult job well done. 
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As a final personal word, in my last formal address as your 
President, I want to say that it has been a great honor and a 
stimulating experience to have been a leader in the American 
Medical Association during the recent past. And if I may steal 
a bit from the famous address by General MacArthur, I should 
like to say this, as an old soldier in the ranks of medicine: I 
do not intend to die very soon, and I do not intend to fade 
away; if the fight flares up again, I shall be glad to be a private 
in the rear ranks. 


NATIONAL EDUCATION CAMPAIGN 


This is not part of my formal address, but I should like to 
take this opportunity to make one more statement regarding the 
National Education Campaign. I want to say that no one has 
worked as hard, as long, and with such high devotion to the 
cause of American medicine, as have Clem Whitaker and Leone 
Baxter, the active campaign directors. Since January, 1949, they 
have lived and breathed medicine’s fight for freedom 24 hours 
a day, and seven days a week. They have given us not only in- 
spired direction, ability, and experience in public relations and 
not only tremendous physical and mental effort but also a heart- 
and-soul dedication to our battle and an unshakable confidence 
in our ability to win. 

It has truly been two and a half years of “blood, sweat and 
tears” for Whitaker and Baxter, but they have never faltered, 
they have never given up—they have brought us through with 
banners flying, and they have paved the way for still more 
significant progress during the remainder of the campaign. As 
Chairman of the Coordinating Committee, I have been in almost 
daily contact with them excepting when I was beyond the 
boundaries of the United States and I personally know of the 
many problems and difficulties with which they have had to 
contend and of their unselfish devotion to our cause. At this 
point I wish to express the deep appreciation of the medical 
profession and my. personal appreciation to Clem Whitaker and 
Leone Baxter for their outstanding work in behalf of freedom 
in medical practice. 

On motion of Dr. Walter E. Vest, West Virginia, seconded 
by several delegates and carried, the members of the House 
arose and applauded the President’s remarks regarding Whitaker 
and Baxter. 


Presentation of President-Elect John W. Cline 
and Vice President R. B. Robins 


The speaker presented to the House the President-Elect, Dr. 
John W. Cline, and the Vice President, Dr. R. B. Robins. 


Report of Board of Trustees 

Dr. Louis H. Bauer, Chairman, presented the following re- 
port, which was referred to reference committees as follows: 

To the Reference Committee on Reports of Board of Trustees 
and Secretary: Exemptions from Membership Dues; Twelve 
Point Program; Public Relations Department Expansion; 
Student American Medical Association; Appointment to 
Membership on Council on Scientific Assembly; Resolution on 
Absentee Ballot Adopted at Cleveland Session, and Treasurer’s 
and Auditor’s Report. 

To the Reference Committee on Medical Education and 
Hospitals: Hospital Standardization and Aid to Medical Schools 
for Construction Only. 

To the Reference Committee on Insurance and Medical 
Service: Inter-Association Committee on Health: 


To the Members of the House of Delegates of the American 
Medical Association: 


The following report of the Board of Trustees is respectfully 
submitted: 

Financial Statement 

The official reports of the Treasurer and of the Association’s 
auditors are appended as a part of this report. 

1950 was the first year in which members of the American 
Medical Association were called on to pay membership dues, 
and on Dec. 31, 1950 $2,655,785.00 in dues had been collected. 
An additional amount of $183,617.50 was collected between 
Dec. 31, 1950 and March 31, 1951. 

Of the dues collected in 1950, $2,346,955.58 was allocated 
to the National Education Campaign. This, with the unexpended 
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balance of $676,145.45 reserved at Dec. 31, 1949 and $70,284.50 
of 1949 assessments paid in 1950 covered the cost of the Edu- 
cation Campaign. The campaign cost $3,093,385.53, which in- 
cluded $500,000.00 used for the establishment of the American 
Medical Education Foundation. The remainder of dues collected 
in the amount of $308,829.42 was transferred to ordinary income 
of the Association. This and other 1950 income are listed below: 


Membership dues for 195@, less $2,346,955.58 allocated to 


National Ediication Campaign... $ 308,829.42 
Miscellaneous receipts and other income...............00008 40,312.10 

$ 588,981.33 

$5,503 ,500.46 


Periodical publication costs and expenses were: Salaries and 
wages, $1,225,427.99; paper and ink, $674,848.83; illustrations, 
$79,245.45; contract printing, $127,069.71; postage and cartage, 
$193,102.11; editorial, excluding wages, $132,446.75; adver- 
tising sales and service, excluding wages, $95,946.92; circula- 
tion, excluding wages, $364,429.63; other costs including allo- 
cation of building and plant maintenance, depreciation, taxes 
and employee welfare, $282,301.47; total, $3,174,818.86. 

The publication of the Eighteenth Edition of the American 
Medical Directory in 1950, covering a long compilation period, 
resulted in a loss of $43,161.86. 

The Quarterly Cumulative Index Medicus was published at a 
loss of $71,877.65 after provision for the fulfillment of orders 
of unpublished volumes. Books, pamphlets and authors’ reprints 
were sold at a ioss of $57,104.59. 

The net cost of conducting the Annual and Clinical Sessions 
was $72,214.47. 

These items and the operation expense of Councils, Bureaus 
and related activities of the Association in the amount of 
$1,838,381.85, employees past service annuities and retirements 
$135,546.80, cash discounts $36,104.66, depreciation and taxes 
unallocated $32,160.65, legal and sundry $14,328.62, together 
aggregating $5,475,700.01, are a deduction from income. The 
net income in excess of expenses for the year 1950 is $27,800.45. 

There was an increase in periodical publication advertising 
income in 1950 over 1949 of $167,469.11 and an increase in 
subscription income of $34,702.21. 

Additions to investments for building improvements amounted 
to $52,061.98. There was also expended $59,545.67 for ma- 
chinery, printing equipment, office furniture and laboratory 
equipment. 

During the year the Association purchased common stocks 
for investment at a cost of $424,071.99. A modest increase in 
value is not reflected in the portfolio total, since cost prices are 
used as the basis for the evaluation of all securities in the annual 
statements. The Association owned securities on Dec. 31, 1950 
valued at cost in the amount of $6,240,251.61. Of this amount 
$1,490,103.13 is held in the American Medical Research Fund 
and $500,000.00 in the recently established Fund of the 
American Medical Education Foundation. The remainder of 
$4,250,148.48 represents investments of the 


Depreciation Meserve Pund. 1,375,000.00 
Equipment Modernization Reserve Fund................... 700,000.00 


Exemptions from Membership Dues 


The Board of Trustees has established the following ex- 
emptions from the payment of American Medical Association 
membership dues: 

(1) Members who have retired from the practice of medicine, 
provided they are also excused from the payment of dues, in 
full or in part, by their component societies and constituent as- 
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sociations. (This will necessitate an amendment to the By-Laws, 
Chapter II, Section 3, and has been brought to the attention 
of the Committee on Constitution and By-Laws.) 

(2) Members over 70 years of age, regardless of whether or 
not they are in practice and regardless of local dues exemption. 

(3) Members for whom the payment of dues constitutes a 
financial hardship and who are also excused from the payment, 
in full or in part, of component and constituent society dues 
for the same reason. In each case, nofification of exemption 
for financial hardship should be made to the American Medical 
Association by the secretary of the county and state medical 
society. 

(4) Interns and residents not more than five years after 
graduation from medical school, except that time spent in mili- 
tary service may be excluded in calculating the five year limit. 

(5) Members who enter military service prior to July 1 of 
any year are exempted from one half of the year’s dues and sub- 
sequently during service from full dues. 


Hospital Standardization 


In its report to the House of Delegates at the Cleveland Ses- 
sion the Board of Trustees stated that a joint committee of the 
American Medical Association, the American College of Sur- 
geons, the American College of Physicians and the American 
Hospital Association had been appointed, after numerous con- 
ferences of representatives of the four organizations, to draft a 
basic plan for a cooperative program in the field of hospital 
standardization. This group, which is now called the Joint Com- 
mission on Accreditation of Hospitals, has prepared the follow- 
ing report, which is referred to the House of Delegates with the 
approval of the Board of Trustees: 


JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 

The American College of Surgeons for more than twenty-five 
years has administered a successful hospital standardization or 
accreditation program, developing standards, inspecting hospitals 
and approving those hospitals which met minimum standards. 
Because of the expanding scope and requirements of this pro- 
gram during the intervening years, its financing has become more 
and more demanding. 

In the fall of 1950 the American College of Surgeons invited 
representatives of the American College of Physicians, American 
Hospital Association and American Medical Association to meet 
with representatives of the American College of Surgeons to 
discuss the establishment of a joint hospital accreditation pro- 
gram. After frequent meetings over a period of six months, the 
details of a plan for such a joint program were adopted unani- 
mously by this conference committee. Representatives of each of 
the four organizations were designated as a subcommittee of four 
to prepare this statement for publication. There follows an out- 
line on the basic pattern of the proposal for a joint hospital 
accreditation program as worked out by the large committee and 
recommended to the four organizations. 

The proposal provides for the establishment of a Joint Com- 
mission on Accreditation of Hospitals. Members of the Com- 
mission will be constituent organizations, each of which will be 
represented by appointees of its choice. Basically the Commission 
will be composed of three representatives of the American Col- 
lege of Physicians; three representatives of the American College 
of Surgeons; six representatives of the American Hospital Associ- 
ation, and six representatives of the American Medical Associa- 
tion. 

The exact composition of the Commission, however, will de- 
pend on the acceptance of an invitation to participate to be ex- 
tended to the Canadian Medical Association. Since both Colleges 
and the American Hospital Association number Canadian mem- 
bers in their organization, it was the consensus of the conferees 
on the interim committee that Canadian interests in these ficlds 
would be represented by their parent organizations, but that the 
medical profession in Canada as a whole might desire representa- 
tion similar to that proposed for the American Medical Associa- 
tion. If the invitation to participate is accepted by the Canadian 
Medical Association, the apportionment of commissioners among 
the constituent organizations will be adjusted to provide such 
representation. 
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The Joint Commission on Accreditation of Hospitals will for- 
mulate standards, determine the type and scope of inspections, 
allocate hospitals for inspection to the several participating 
organizations, maintain records and award all certificates of 
accreditation. It will be the sole and final authority on these 
matters. The Commission will employ a small staff to be directed 
by a physician, preferably one experienced in hospital administra- 
tion. 

Except in unusual or controversial cases, the staff of the Com- 
mission will make no inspections. Inspections will ordinarily be 
made by the field staffs of constituent organizations and may be 
combined with other inspections made by these organizations for 
other purposes, such as approval for intern and resident training. 

All inspections for the purposes of hospital accreditation under 
this program will be made and reported in a uniform manner to 
be determined by the Commission, and such reports of inspec- 
tion will be evaluated by the staff of the Commission and acted 
on by the Commission itself. There will be no interference with 
other types of inspections made by the constituent organizations. 

The budget of the Commission will be met by the constituent 
organizations in the same proportion as their representation on 
the Commission. The initial annual budget has been estimated 
at approximately $70,000. Additional expenses will be borne by 
the constituent organizations for financing field staff work and 
other activities incidental to the maintenance of necessary inspec- 
tion records required for the conduct of special approval pro- 
grams conducted by constituent organizations. 

The Regents of the American College of Physicians and the 
American College of Surgeons have approved the proposal for 
the establishment and financing of the Joint Commission on 
Accreditation of Hospitals. Similar consideration of the proposal 
will be given by the American Hospital Association at its annual 
meeting in September 1951. 


Inter-Association Committee on Health 

The Inter-Association Committee on Health, consisting of 
representatives of the American Dental Association, the Ameri- 
can Hospital Association, the American Medical Association, 
the American Nurses’ Association, the American Public Health 
Association and the American Public Welfare Association, has 
approved three statements which are herewith submitted to the 
House of Delegates for its consideration: 


STATEMENT ON MATERNAL AND CHILD HEALTH 

The coming of a baby, its nurturing and protection during 
the early formative years, is the center of any program of health 
and medical care. From this natural, normal functioning of the 
body and the mind stems the prevention of disease and the 
treatment of disease among people of all ages. 

In the past few years of public debate about health and 
medical care programs, in which many groups have presented 
their opinions, a number of points of agreement about the care 
of mothers and children have come to light. Among them are 
the following: 

I. Every mother and child should have equal opportunity for 
the best care known to medical and related sciences for the 
promotion of health, the prevention of disease and the treat- 
ment of disease. 

II. Modern diagnostic and treatment facilities should be 
available to every physician who cares for mothers and children. 

III. Many communities, because of geographic location or 
low inceme, do not have adequate facilities for the care of 
mothers and children or for the continuing education of doctors 
and other professional workers. It will be necessary tu create an 
awareness of this need for adequate facilities and competent 
professional workers among the people in local communities and 
states. From this awareness will spring a desire among citizens 
and professional workers alike to weave a regional network of 
services and facilities through which adequate maternal and 
child care can be provided. Within this regional organization, 
specialized skills can then be brought to the local community 
as needed; resources for diagnosis, treatment and education of 
patients can be organized within the communities, or patients 
may be sent to regional centers for these specified skills. This 
regional organization would require the integration of local com- 
munity hospitals, clinics, health centers and laboratories, with 
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regional university hospitals, clinics and teaching centers. All 
of the professional skills of the region—of physicians, dentists, 
nutritionists, nurses, technicians, health officers, educators, ete.— 
would be mobilized for the care of the mothers and children 
who live there. To make this plan operate, an efficient system 
of transportation is highly essential. 

IV. Every effort should be put forth to acquaint parents in 
these communities and states with the facilities which now exist, 
so that they may secure as many of these services as possible 
for themselves. 

V. Federal grants-in-aid should be distributed according to 
the needs of the state, keeping in mind that the states with lower 
average incomes have higher ratios of children to adults and 
require larger proportional grants. When federal grants are used 
for health services for mothers and children in a state, the citi- 
zens and professional groups, through local, regional and state 
planning councils, should have studied the need and worked out a 
long range “blueprint” for meeting it. The extent to which such 
a long range “blueprint” can be put into practice at the outset 
will depend on the availability of professional workers with ex- 
perience and competence and on the money available at the 
time. These factors should provide the basis in any state or com- 
munity for determining what care shall be provided and for 
whom. These factors should also provide the basis for estimates 
by each state and community as to the extent of need for in- 
creased funds and additional trained personnel to carry into 


Practice the successive steps of the long range “blueprint.” The 


long range aim of every local, regional or state plan should be 
to assure that eventually the full scope of health and medical 
care will be available to all mothers and children, starting with 
the improvement of existing facilities, adding services step by 
step within a code of basic standards to be agreed on by experts 
representing all branches of health and medical care. 

VI. Health services for mothers and children provided under 
public auspices should be centered in one health agency. Good 
care can result only from a continuity of service in health and 
disease, in home, in school, in health center, in hospital. 

VII. There is need for well-supported and continuing activity 
in the federal government of a multifunctional agency drawing 
from the fields of health, education, labor and public welfare 
for the purpose of investigating and reporting on all matters 
relating to children and child life. It should cooperate with public 
and private health and welfare agencies in promoting the well 
being of the nation’s children. 


First STEPS FOR ACTION 

Proposed legislation before Congress is to be considered in 
the light of these points of agreement, plus whatever points might 
be added from time to time. If proposed legislation is introduced 
piecemeal, each bill is to be considered as part of a pattern and 
should fit into other legislation without need for major revision 
later. 

In the present state of agreement, the following first steps 
are ready for support and action: 

1. To establish in every full-time local health unit an or- 
ganized program of maternal and child health staffed by com- 
petent professional workers. 

2. To increase governmental appropriations where necessary 
for existing types of maternal, child health and crippled children 
services in the states. The purpose of these appropriations should 
be to upgrade existing maternal and child health and crippled 
children services with emphasis on encouraging various types 
of research and demonstration for bringing the best care to an 
increasing number of mothers and children. 

3. To extend research in child life by making available ade- 
quate funds to the Children’s Bureau to strengthen and broaden 
its work as a center of information related to child life, and 
to assist in financing specific study in the field by universities, 
schools, child research centers, agencies and individuals. 

Out of the $625,000,000 spent for research by the federal 
government in 1947, probably less than $1,000,000 was spent 
for research in child life. There is great need for more knowl- 
edge about how normal children grow and develop in body and 
mind and the relation of the emotions to this process. The im- 
pact of conditions in the family, such as relations between par- 
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ents and children; of attitudes of the physician and nurse as they 
provide medical and health care toward their child patients; 
the effect of customs and attitudes on the mind and health of 
the child as he grows—these and many other factors of similar 
nature are not fully understood and their relation to health is 
unmeasured. The causes and care of a number of diseases of 
children are still in need of much research in which the com- 
bined efforts of voluntary agencies, universities, other research 
centers and the local, state and federal governments are urgently 
needed to bring about a speedy solution. 

Research is also needed in the various forms of organization 
for providing health and medical care in communities, states 
and the nation. The effectiveness of health education on the 
health habits of mothers and children is still largely untested. 

4. To make possible the continued education of private prac- 
ticing physicians, public health workers, nurses, dentists and 
other professional workers. 

Mothers and children can receive adequate health and medi- 
cal care only as more competent and experienced professional 
workers are available in private practice, in hospitals and clinics, 
schools and laboratories and in the various government services. 
Additional governmental and other financial support is needed 
for: fellowships and scholarships granted to professional work- 
ers; development of training courses and institutes for the con- 
tinuous education of professional workers on the job using 
regional specialists wherever possible. 


STATEMENT OF PRINCIPLES FOR THE IMPROVEMENT AND 
BETTER DISTRIBUTION OF NURSING SERVICES 

The achievement of the following objectives is essential for 
the improvement in quantity, quality and distribution of nursing 
personnel in this country. 

I. Expansion, improvement and financial support of nursing 
education in order (a) to attract greater numbers of qualified 
candidates, and (b) to prepare those nurses presently practicing 
as well as student nurses to meet rapidly changing medical and 
social demands. 

If. Licensure of all who practice as graduate, trained, regis- 
tered, practical or “licensed practical nurses” in order that safe 
nursing care will be assured to the public. (No attempt will be 
made to require licensure of various auxiliary workers, such 
as nursing aides.) 

Ill. Promotion of such economic and other conditions of 
employment as will attract and retain an adequate number of 
competent nursing personnel. 

IV. Research in nursing service practice is fundamental in 
determining the functions of various categories of nurses so 
that nursing resources can be utilized more effectively. 

V. Intensive recruitment both national and local of students 
for schools of nursing. 

VI. Development of sound training programs for auxiliary 
personnel. 


STATEMENT ON LOCAL HEALTH UNITS FOR THE NATION 


The principle of national health protection through tax-sup- 
ported public health services within the jurisdiction of units 
of local civil government is approved. 

The basic functions of such units or combination thereof, are 
at least the following six: Vital Statistics; Communicable Disease 
Control; Environmental Sanitation; Public Health Laboratory 
Service; Maternity, Infant and Child Hygiene, including chil- 
dren of school age; Public Health Education. 

Additional functions are now included in some communities 
and a well rounded program will add still others. Among these 
are the prevention of chronic disease, dental health, mental 
health, occupational health, accident prevention, provision of 
hospital and medical care for selected groups for which there 
is acknowledged community responsibility. 


ACTION STEPS 
I. Each professional organization interested in the field of 
health can with advantage concentrate its first efforts towards the 
formulation within each state of a well considered overall plan 
for the location, organization, staffing and tax support of local 
health units. It is estimated that 1,200 units will be sufficient for 
the nation. 


J.A.M.A., June 30, 1951 


II. The second and quite as pressing obligation is to promote 
public understanding of the best methods for improving the 
health of the people to the end that popular support of such 
achievement will become effective through the voluntary organi- 
zations, the members of the health profession and the officers 
and personnel of local government. 

Ill. A third opportunity is the setting of high merit standards 
for public servants from among the professions and technologies 
involved with a view to encouraging the recruitment of com- 
petent personnel and the payment of salaries that will attract 
men and women of high quality. 

IV. It is important for the success of many efforts toward 
the improvement of public health that the weight of all inter- 
ested organizations be placed behind the movement to secure 
complete coverage of the nation with modern public health 
service. 

Twelve Point Program 

The special committee of the Board of Trustees to study the 
Twelve Point Program, which was appointed in compliance 
with a recommendation of the Reference Committee on Legis- 
lation and Public Relations at the San Francisco Session in 1950, 
has had several meetings and has given the program a great 
deal of serious consideration. A report is being prepared for sub- 
mission to the House of Delegates. 


Public Relations Department Expansion 


As was reported to the House of Delegates at the Cleveland 
Session in December 1950, a committee consisting of Dr. Gunnar 
Gundersen, Chairman, Dr. Edwin S. Hamilton and Dr. B. R. 
Kirklin has been studying the public relations facilities and pro- 
gram of the Association. The committee has made recommenda- 
tions to the Board of Trustees, which have been carried out, so 
far, as follows: 

Mr. Lawrence Rember, heretofore Director of the Depart- 
ment, is now Field Director and spends a great deal of his time 
on the road bringing the Association’s message to the “grass 
roots” in all parts of the country, advising local and state medical 
societies as to ways and means for expanding and improving 
their activities in public relations and gaining information of 
value to the headquarters offices. 

Mr. Leo Brown, who came to the American Medical Associa- 
tion in December 1950 from his position as Public Relations 
Director for the Medical Society of the State of Pennsylvania to 
serve as Executive Secretary of the Student American Medical 
Association, has been placed in charge of the Public Relations 
Department as Director. 

A forward step in the over-all set-up is the appointment about 
a month ago of an Advisory Committee to the Director of the 
Public Relations Department, composed of executive secretaries 
or public relations directors of constituent state medical associa- 
tions. The members of this advisory committee are: 

Mr. Charles S. Nelson, Executive Secretary, Ohio State Medical 
Association, 

Mr. Ray E. Smith, Executive Secretary, Indiana State Medical 
Association, 


Mr. Hugh W. Brenneman, Public Relations Counsel, Michigan State 
Medical Society. 


Mr. Harvey T. Sethman, Executive Secretary, Colorado State Medical 
Society. 


Mr. John Hunton, Executive Secretary, California Medical Association. 


Mr. Richard H. Graham, Executive Secretary, Oklahoma State Medical 
Association, 


Mr. Charlies H. Crownhart, Secretary, State Medical Society of Wis- 
consin, 


Mr. Frederick W. Miebach, Director, Public Relations Bureau, Medical 
Society of the State of New York. 


The Advisory Committee will hold its first meeting during 
the Annual Session in Atlantic City. 

Another forward step looking to a more efficient and compre- 
hensive department is the appointment of an Intradepartmental 
Public Relations Committee for the purpose of coordinating all 
public relations activities of the headquarters staff. 


REPORT OF REFERENCE COMMITTEE ON REPORTS OF BOARD OF 
TRUSTBES AND SECRETARY 


Dr. E. V. Allen, Chairman, presented the following report, 
which was adopted section by section and as a whole: 
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Your committee has reviewed those portions of the Report 
of the Board of Trustees referred to it, and has taken the 
following action: 

1. Exemption From Membership Dues: Your committee 
approves the action of the Board of Trustees in regard to this 
matter. 

2. Public Relations Department Expansion: Your committee 
approves the action of the Board of Trustees in regard to this 
matter. 

3. Student American Medical Association: Your committee 
approves the acceptance of this portion of the report. Your 
committee notes with approval the attendance in this House 
of Delegates of Mr. Warren Mullen of the University of 
Michigan and Mr. Harry Sandberg of the University of Illinois. 
Your committee also commends the activities of the Student 
American Medical Association, and expresses the hope that it 
will continue to grow in scope of activity and in number of 
participants. 

4. Appointment to Membership on Council on Scientific 
Assembly: Your committee approves the action of the Board 
of Trustees in regard to this matter. 

5. Resolution on Absentee Ballot Adopted at Cleveland 
Session: Your committee approves acceptance of this portion 
of the report. 

6. Treasurer’s Report and Auditor’s Report: Your committee 
approves the acceptance of this portion of the report. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL EDUCATION 
AND HOspPITALS 

Dr. William Bates, Chairman, presented the following report, 
which was duly adopted after discussion and as amended by 
the following statement of Dr. E. Vincent Askey, California, 
concerning the portion on Hospital Standardization: 

At all times the Board of Trustees or the representatives of 
the American Medical Association be instructed, in any agree- 
ment they make to be bound and to follow the principles as 
elucidated by this House of Delegates. 

Aid to Medical Schools for Construction Only: Your Refer- 
ence Committee on Medical Education and Hospitals wishes to 
report on that portion of the Report of the Board of Trustees 
referring to “Aid to Medical Schools for Construction Only.” 

The committee took the liberty of rephrasing this statement 
of policy for the sake of clarity and suggests the following 
statement: 

The policy of the American Medical Association shall be the 
endorsement of the principle of a one-time federal grant-in-aid 
on a matching basis, based on the Hill-Burton Act formula and 
administrative machinery, for construction, equipment and 
renovation of the physical plants of medical schools. No part 
of the funds shall be used in any manner for operational ex- 
penses or salaries. 

Hospital Standardization: Your Reference Committee on 
Medical Education and Hospitals wishes to report on that por- 
tion of the Report of the Board of Trustees referring to Hospital 
Standardization; the resolution presented by Dr. C. A. Nafe for 
the Indiana delegates, entitled “Appointments to the Commis- 
sion on Accreditation of Hospitals”; the resolution from the 
Nebraska State Medical Association recommending that “Con- 
trol of Professional Standards in Hospitals be Vested in the 
American Medical Association”; the resolution presented by 
Dr. George Earl for the Minnesota delegates on “Hospital 
Standardization Program” recommending that the American 
Medical Association singly or in combination with the Ameri- 
can College of Surgeons continue to maintain the Hospital 
Standardization program in its traditional form, and the resolu- 
tion presented by Dr. Ralph A. Johnson for the Michigan 
delegation, entitled “Hospital Standardization” recommending 
that the American Medical Association extend inspection service 
to include the inspection of all portions of hospital care and 
looking to the standardization of hospitals inviting the coopera- 
tion of any other national organizations which have an interest 
in this problem. In addition, your committee had the Supple- 
mentary Report of the Board of Trustees signifying that that 
body has received an invitation from the American Hospital 
Association for a conference between officials of that Associa- 
tion with the Board of Trustees of the American Medical 
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Association for a preliminary discussion of hospital-physician 
relationships. They have voted that arrangements be made to 
hold this meeting in the near future. 

During an extended hearing, your committee listened to 
many views ranging from support of the Board of Trustees 
report, to limiting the organizations on the accrediting body to 
3, 2 and even one; suggestions that the accrediting agency repre- 
sent any one medical organization just as long as two or more 
general practitioners were included in its personnel; or that the 
One organization be the American Medical Association, and 
that only professional medical organizations be represented on 
the Commission. 

It was a difficult problem and your committee thinks every- 
One is cognizant of the work of and are grateful to our Board 
of Trustees for the emergency handling of a delicate problem 
in an efficient manner. 

In spite of the various views expressed, many showing fear 
or suspicion of one or another group, both within and without 
the profession, and after listening to the details of background 
and methods of arriving at the Board’s present report, your 
committee sympathizes with those groups who would like to 
bring this problem more nearly or even completely under con- 
trol of our own organization. 

Your committee wishes to make it clear that it has learned 
that the other proposed cooperating organizations each will 
contribute a proportionate financial support, in spite of the 
willingness of our Board to assume the whole financial burden. 
Therefore, we realize that financial aspects cannot accomplish 
a complete solution. 

It appears to us that failure on our part to share in some 
proportion the over-all great responsibility of the proposed 
agency at this time may bring discredit, possible suspicion and 
perhaps other complicating difficulties to our organization. 

Your committee believes that the negotiating committee of 
the Board of Trustees has performed a splendid service in gain- 
ing an increase in voting power for Doctors of Medicine on 
the Commission gradually from the original ratio of three out 
of twenty-four, to twelve of eighteen, and for the American 
Medical Association to six of eighteen. A large number of 
members in their discussion before your reference committee 
expressed a desire for an even greater proportion in the voting 
power of the American Medical Association on the Commis- 
sion. Your committee has learned nothing that either the negoti- 
ating committee or the Board of Trustees themselves did not 
wish the same. Indeed, we believe there is a possibility that 
they did desire it, as shown by the increasing augmentation in 
this respect from the original proposal to the present one. 
Therefore, we believe that this House of Delegates should fur- 
ther support the Board of Trustees by recommending that they 
rearrange slightly the voting power in the Commission to: 
Three representatives of the American College of Surgeons; 
three representatives of the American College of Physicians; 
four representatives of the American Hospital Association, and 
eight representatives of the American Medical Association. 

By such an arrangement, an evolutionary process, together 
with our belief in the astuteness and continued diligence of the 
Board of Trustees, your committee believes we can assure those 
with opposing resolutions and testimony that the best interests 
of all divisions of the medical profession will be amply pro- 
tected. 

Your committee wishes to call to the attention of the Board 
of Trustees the desirability of expressions repeatedly made in 
discussions before them, that general practitioners be repre- 
sented on the voting body for the American Medical Association 
and that an advisory committee be formed consisting of repre- 
sentatives from all scientific sections of the American Medical 
Association. To implement these, your committee recommends 
that the House of Delegates request that the Board of Trustees 
should institute these suggestions, and that they make it permis- 
sible for members of the advisory committee to observe the 
deliberations of the Accreditation Commission, a provision 
which would allow present consultants from all medical fields 
when problems concerning them arise. 

This committee wishes to call to the attention of the Board 
of Trustees the desirability of statements which were also so 
frequently expressed, that inspections, discussions and accredi- 
tation of hospitals by the Commission from the point of view 
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of the medical professional aspects of hospital care be carried 
out only by the medical representatives on the Commission, and 
that they convey this philosophy to those representatives after 
the Commission has been formed to be implemented when and 
as soon as it could be possible to do so. 

It is anticipated that the Board of Trustees and later, the 
American Medical Association representatives on the Commis- 
sion, will inform the House of Delegates, through the report of 
the Board of Trustees during meetings of the House of Dele- 
gates, of the progress toward implementation of these evolution- 
ary recommendations. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE AND 
MEDICAL SERVICE 
Dr. William R. Brooksher, Chairman, presented the following 
report which was adopted: 


That portion of the report of the Board of Trustees en- 
titled “Inter-Association Committee on Health” was considered 
by your committee. Your committee does not now recommend 
adoption of the statements but does recommend a continuation 
of the activities of this committee in cooperation with the other 
organizations comprising the Inter-Association Committee on 
Health. 


SUPPLEMENTARY REPORT OF BOARD OF TRUSTEES 


Dr. Louis H. Bauer, Chairman, presented the following sup- 
plementary report of the Board of Trustees: 


1. Contributions to Medical Schools: The Board of Trustees 
wishes to reiterate that any physician who desires to earmark 
his contribution to the American Medical Education Founda- 
tion for a specific medical school may do so and that the medical 
school will be so informed when the funds are turned over to it. 


2. Meeting with American Hospital Association: An invita- 
tion has been received from the American Hospital Association 
for a conference between the officials of that Association with 
the Board of Trustees of the American Medical Association for 
a preliminary discussion of hospital-physician relationships. The 
Board of Trustees voted that arrangements be made to hold this 
meeting in the near future. 


3. Committee on Nervous and Mental Diseases: Cognizance 
was taken of the fact that the American Medical Association 
has no committee on mental health. The Board of Trustees, 
therefore, authorized the appointment of a Committee on 
Nervous and Mental Diseases. 


4. Advisory Committee on Internships: The Board of Trus- 
tees, believing that it should undertake at this time an intensive 
study of the problem of the discrepancy between the number of 
internships offered and the number or available candidates and 
the question of the possible alteration or abolishment of the 
internship, approved the appointment of an advisory committee 
to the Council on Medical Education and Hospitals, to be 
composed of leaders in the field of education, practice and 
hospital administration, and has appropriated sufficient funds 
to permit the committee to function. 


5. Resolutions on National Broadcasting Company: 


WHEREAS, The National Broadcasting Company is celebrating in 1951 
the twenty-fifth anniversary of its service to the American people; and 


Wuereas, The National Broadcasting Company has rendered outstanding 
educational services to the American people through its broadcasting of 
public events, music, literature, forums and other educational features; 
and 


Wuereas, Health education has been among the principal interests of 
the National Broadcasting Company manifested through its cooperation 
with the American Medical Association from 1933 until the current year 
1951 through seventeen annual series of pioneer broadcasts demonstrating 
the application of the dramatic technique by radio to the advancement of 
health education and by other broadcasts; and 

Wuereas, These broadcasts have constituted an outstanding service to 
the American people and have represented a high degree of cooperation 
with the medical profession in the pursuit of common objectives; therefore 
be it 

Resolved, That the American Medical Association, by action of its 
House of Delegates assembled at Atlantic City, June 11, 1951, does 
hereby offer to the National Broadcasting Company its congratulations on 
the completion of a quarter century of outstanding public service; and be 
it further 


Resolved, That the American Medical Association extends to the 
National Broadcasting Company its sincere expression of appreciation 
for cordial cooperation and effective teamwork in health education by 
radio. 


J.A.M.A., June 30, 1951 


6. Resolution on Income Tax Exemption: This resolution, 
introduced by Dr. J. Wallace Hurff of New Jersey, amended 
by the Reference Committee on Legislation and Public Rela- 
tions and adopted by the House of Delegates in June 1950, was 
referred to the Committee on Legislation. 

The Committee gave consideration to it and reported that 
the present holding with respect to the deductibility of the 
expenses under consideration is based on a ruling of the Office 
of the Commissioner of Internal Revenue, which is as follows: 
“Expenses incurred by doctors in taking postgraduate courses 
are deemed to be in the nature of personal expenses and not 
deductible.” 

Efforts have been made since 1925 to have this ruling re- 
versed but have not been successful. The Committee on Legis- 
lation recommended that if and when it is considered timely 
and desirable to prosecute this matter further there are available 
at least three methods of approach. First, an effort could be 
renewed to induce the Office of the Commissioner of Internal 
Revenue to reverse the 1921 ruling. Secondly, further efforts 
could be made to bring the issue before the United States Tax 
Court, with the assumption by the Association of all expenses 
incident to the appeal, and finally, if the two approaches sug- 
gested are without results, an attempt could be made to induce 
the Congress to amend the Internal Revenue Code specifically 
to authorize the deductibility of expenses incurred in pursuing 
postgraduate study. 

The Board of Trustees approved the report of the Committee 
on Legislation and directed that another effort be made to in- 
duce the Office of the Commissioner of Internal Revenue to 
reverse the 1921 ruling and, if that fails, to endeavor to bring 
the issue before the United States Tax Court. 

7. Report of Committee on the Twelve Point Program: On 
June 28, 1950, in San Francisco, the Reference Committee on 
Legislation and Public Relations of the House of Delegates in 
its report expressed the opinion that the Twelve Point Program 
should be augmented and clarified. The Committee recom- 
mended that “The House of Delegates request the Board of 
Trustees to appoint a committee to study carefully the Twelve 
Point Program, with the idea of making changes which may be 
indicated.” The Committee further recommended that “this be 
a continuing committee which will advise the Association from 
time to time concerning appropriate changes in policy which 
may be deemed advisable, by changing circumstances.” This 
report was adopted by the House of Delegates. In accordance 
with this directive, this Committee was appointed by the Board 
of Trustees and has been engaged in a diligent study of the 
Twelve Point Program and related questions of policy. Advice 
has been sought and received from many individuals and 
groups, including a number of departmental heads of the 
American Medical Association headquarters. Reports have been 
rendered the Board at its quarterly meetings in December, 
February and April. Full agreement has not been reached by 
the Board in reference to a number of questions of policy 
recommended in these reports and it is felt that such debatable 
matters should have further consideration before a final report 
is rendered to the House of Delegates by the Board of Trustees. 

It is further felt that the purposes of the committee should 
be further defined. The implications of the directive from the 
House of Delegates are that the Committee should not only 
augment and clarify the Twelve Point Program but should 
recommend policies or changes in policies as would serve to 
carry out the purposes expressed therein. We believe that this 
intent should be clearly affirmed or denied by the House of 
Delegates. 

We are satisfied that the Twelve Point Program, as originally 
formulated and as further elucidated, constituted a satisfactory 
statement of our objectives. Certain of these objectives have 
been accomplished in whole or in part. Others are now in con- 
troversy. Our fundamental policy is expressed in our Constitu- 
tion and our Principles of Medical Ethics. Article 2 of our 
Constitution states that “the objects of our Association are to 
promote the science and art of medicine and the betterment of 
public health.” Any elaboration of this simple and comprehen- 
sive statement would seem useless. 

There are, however, certain practical questions requiring ac- 
tion. Numerous bills are introduced into each session of the 
Congress, affecting medicine in its several branches and the 
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medical welfare of the public at large. In testifying before 
the Committees of the Congress, it is not sufficient to quote our 
Twelve Point Program or Article 2 of our Constitution. 

It seems necessary, therefore, to formulate certain practical 
policies that will guide us in striving to accomplish our own 
objectives as expressed in our Twelve Point Program, and in 
supporting or opposing proposed legislation bearing on medi- 
cine. 

We feel that such a statement should define the components 
of good medicine and enumerate the safeguards and restrictions 
that should be included in any bill before the Congress that 
may affect the medical welfare of the American people. We 
therefore recommend to the Board of Trustees that it request 
the House of Delegates to define the purposes of this committee, 
and that this committee or its successor be authorized to formu- 
late such a statement of policy to be presented to the Board 
of Trustees for its consideration and recommendation to the 
House of Delegates. 


8. Proposed Amendment to By-Laws: The Board of Trustees 
recommends the following amendment to Chapter X, Section 4, 
fourth paragraph under “(B) Membership” to read: 

“The Council on Medical Service shall include nine Member 
or Service Fellows, each of whom shall serve for a term of three 
years so arranged that at each annual session the terms of three 
members expire. In addition, the immediate Past President of 
the Association shall serve as a member of the Council. At each 
annual session the Board of Trustees shall present to the House 
of Delegates three nominations for each vacancy in the Council, 
and the House of Delegates shall elect from such list. In 1951 
three members shall be elected for three years, one for two 
years and one for one year. The chairman shall be selected by 
the Council from its elected members.” 


9. Informative Report on Advisory Committee of Outstand- 
ing Laymen: The Board of Trustees is very anxious to see the 
Association improve its relations with the general public. We 
feel that perhaps we do not come quite close enough to the 
general public and we also feel that the Association, we as a 
profession, should anticipate the needs of the public. Therefore, 
the Board voted this morning that it would appoint an advisory 
committee of outstanding laymen who will meet with the Board 
from time to time and give it advice on the reaction of the 
public to various propositions, and perhaps bring matters to our 
attention which we otherwise might not hear about soon 
enough. 

May I say that, in making up this committee, we have not 
settled on any definite number. There will be no politicians on 
the committee, but those who are selected will be men of such 
outstanding prominence that their very names will inspire public 
respect. We feel this in itself is going to help improve the public 
relations of the Association. We have in mind picking people 
from industry, both large and small, from the bar, from educa- 
tion and from the clergy, and possibly others. We have not yet 
determined the details of it but we feel it is a very forward 
step in improving the relationship between the American Medi- 
cal Association and the general public. 


RETIREMENT OF HATTIE A. NIEHOFF 

Before I sit down, I would like to say just one word which 
is not part of my official report. We have here on the platform 
this morning an individual who has served the American Medi- 
cal Association for thirty-seven years and she has been the 
chief clerk of this House of Delegates for I don’t know how 
many of those thirty-seven years, certainly long before I be- 
came Officially connected with the American Medical Associa- 
tion. She is retiring in September so this is the last function at 
which you will see her officially, but I hope she will return 
unofficially and watch us trying to struggle along without her. 

I think that the House should give a standing testimonial to 
Miss Hattie Niehoff for thirty-seven years of faithful, devoted, 
loyal service. 

May I say, in closing, that I wish every member of the Ameri- 
can Medical Association was as inspired with loyalty to our 
Association as she has been. 

The Speaker referred to the Reference Committee on Reports 
of Board of Trustees and Secretary the supplementary reports 
of the Board of Trustees on Contributions to Medical Schools, 
Resolutions on National Broadcasting Company and report of 
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Committee on Twelve Point Program; to the Reference Com- 
mittee on Medical Education and Hospitals the reports on 
meeting with American Hospital Association and Advisory 
Committee on Internships; to the Reference Committee on 
Miscellaneous Business the report on Committee on Nervous 
and Mental Diseases; to the Reference Committee on Legisla- 
tion and Public Relations the Resolution on Income Tax Ex- 
emption; to the Reference Committee on Amendments to the 
Constitution and By-Laws the Proposed Amendment to Chapter 
X, Section 4 “(B) Membership.” 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr. Edgar V. Allen, Chairman, presented the following re- 
port, which was duly adopted section by section and as a whole: 

1. Contributions to Medical Schools: Your committee agrees 
with the Board of Trustees that emphasis should be placed on 
the fact that physicians who desire to earmark their contribution 
to the American Medical Education Foundation for a special 
medical school may do so, and that the medical school should 
be so informed when the funds are allocated to it, and recom- 
mends that this privilege be publicized in THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION and brought to the attention of 
the constituent state medical associations. Your committee notes 
with approval that the American Medical Association, through 
its Board of Trustees, absorbs the cost of allocation of such 
funds. 

2. Resolutions on National Broadcasting Company: Your 
committee concurs with the Board of Trustees that a congratu- 
latory resolution be sent to the National Broadcasting Company 
in commemoration of its 25th anniversary. 

3. Report of Committee on Twelve Point Program: Your 
committee has reviewed the report of the Board of Trustees on 
the Twelve Point Program as well as the supplementary report 
of the Board of Trustees on this same subject. It is the recom- 
mendation of your committee that the special committee which 
was constituted by the Board of Trustees to review and augment 
the Twelve Point Program as authorized by the House of Dele- 
gates at the 1950 Session in San Francisco be empowered to 
formulate a statement of policy that will guide the Association 
and its constituent societies in implementing the Twelve Point 
Program and in dealing with legislative proposals affecting the 
medical welfare of the American people. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. William Bates, Chairman, presented the following re- 
port which was duly adopted section by section and as a whole: 

1. Meeting with American Hospital Association (See report 
under action on Report of Board of Trustees). 

2. Advisory Committee on Internships: Your Reference Com- 
mittee on Medical Education and Hospitals wishes to report on 
that portion of the Supplementary Report of the Board of 
Trustees, referring to an Advisory Committee on Internships. 

Your committee commends this action of the Board of Trus- 
tees and appreciates its implementing appropriation for this 
much needed evaluation of a multi-faceted and important phase 
of medical education. 

Your committee further recommends all possible speed com- 
patible with ability to reach sound conclusions and make definite 
recommendations. A report of the status of this investigation 
should be made to the next session of this House of Delegates 
in Los Angeles in December, 1951. 

As any constructive answers to the Illinois State Medical 
Society’s Resolution on the More Equitable Distribution of 
Interns to Small Non-Teaching Hospitals, and the resolution 
from the Ohio State Medical Association concerning this same 
problem, are dependent on the investigation being instituted by 
the Board of Trustees, this committee commends those societies 
for their constructive thinking. It recommends serious consid- 
eration by the Advisory Committee of our recommendation for 
speed. The present cooperation between the Council on Medical 
Education and Hospitals and the official governing bodies of 
interns in the various states, as well as the present vicious finan- 
cial bidding for intern services are dependent on an early solu- 
tion by this new investigating committee. 
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REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Supplementary Report of Board of Trustees on Committee on 
Nervous and Mental Diseases: Your reference committee ap- 
proves of the action of the Board of Trustees in authorizing the 
appointment of a committee on nervous and mental diseases. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION 
AND PuBLIC RELATIONS 

Dr. L. G. Christian, Chairman, presented the following re- 
port, which was duly adopted: 

Resolution on Income Tax Exemption: Your committee ap- 
proves the report as written and suggests that effort be made 
to induce the Department of Internal Revenue to reverse the 
1921 ruling, which is: “Expenses incurred by doctors in taking 
postgraduate courses are deemed to be in the nature of personal 
expenses and not deductible,” and report to the House of Dele- 
gates at its interim meeting in Los Angeles in December, 1951. 


ReEPoRT OF REFERENCE COMMITTEE ON AMENDMENTS 
TO CONSTITUTION AND By-Laws 

Dr. Robertson Ward, Chairman, presented the following re- 
port, which was duly adopted: 

Amendment Proposed to Chapter X, Section 4(B) Member- 
ship: A supplementary report of the Board of Trustees, intro- 
duced by Dr. L. H. Bauer, concerning a change in the com- 
position of the Council on Medical Service, was considered by 
your committee. After considerable discussion, in which the 
reasons for the suggested amendment were explained by the 
Board of Trustees, it is the recommendation of your committee 
that this resolution be not accepted, and that a substitute reso- 
lution be adopted. The substitution is as follows: 

Resolved, That a special committee of the House of Delegates be 
appointed by the Speaker to review the organizational structure of the 
standing committees of the House of Delegates, especially in their rela- 


tion to the Board of Trustees, and report to the House of Delegates at the 
next interim session in Los Angeles. 


Report of Secretary 

Dr. George F. Lull, Secretary, presented the following report 
which was referred to the Reference Committee on Reports of 
Board of Trustees and Secretary. 

To the Members of the House of Delegates: 

According to the instructions of the House of Delegates, the 
Secretary renders an annual report but once a year, and that 
report is rendered at the midwinter session, the Clinical Session. 
I have no supplemental report to render. However, I have some 
remarks to make about the dues. 

The dues are being paid in an extremely gratifying manner. 
We are going to have for the year 1950 well over 90% of the 
dues-paying members of the Association having paid their dues. 
We find, of course, that a great many people who have been 
carried as members are, in reality, not dues-paying members. 
Some of them are very old and are not engaged in the practice 
of medicine; others are interns and residents, honorary mem- 
bers in some places; and we have been unable to determine until 
the present, and it is not wholly determined at the present time, 
as to just who they are. We have carried them as members and 
when they did not pay the 1950 dues and we sent a letter, we 
received a reply saying, “I am 87 years of age and I do not 
practice.” 

We have some members who say they never were members 
of the Medical Association and they have not understood for 
years that they have belonged to the American Medical Asso- 
ciation because they have never had to pay any dues. They say 
they never joined. We are trying to make that clear to them. 

This is a slow process, this change-over in the collection of 
dues, and it will take a period of several years before we get 
it on any kind of even keel. The fact that we cannot send out 
Fellowship bills until membership dues are paid makes it com- 
plicated for some who are concerned about getting Fellowship 
cards. However, | want to report to the House that it is very 
gratifying the way the membership dues are coming in. 


J.A.M.A., June 30, 1951 


Report of Coordinating Committee 


Dr. Elmer L. Henderson, Chairman, presented the following 
report, which was referred to the Reference Committee on Mis- 
cellaneous Business: 


Mr. Speaker, Members of the House of Delegates: 


Earlier today, during the President’s address, you heard the 
announcement of the Coordinating Committee and the Board 
of Trustees, that the National Education Campaign will be ter- 
minated at the end of 1951, on the recommendation of Whitaker 
and Baxter, the campaign managers. The remainder of this year 
will be a transition period during which the Public Relations 
Department of the American Medical Association should posi- 
tion itself to maintain the great gains made in public support 
during the campaign. Your Coordinating Committee, which has 
been charged with the general supervision of the National Edu- 
cation Campaign since its inception, feels therefore that this is 
an appropriate time to review briefly the progress of our work. 

As we taper off our campaign activities in this period of com- 
parative calm, the medical profession can look back with pride 
on its achievements during the past two and one-half years of 
fire and fury. We have come a long way in our battle against 
socialized medicine. We have struck some strong, positive blows 
in behalf of American freedom and voluntary methods, and 
perhaps we have made a little history in the process. 


When we began our campaign in January, 1949, we stood with 
our backs to the legislative wall, and we stood there alone. But 
we had a strong case to present and a story to tell that was of 
imperative importance to the health and welfare of the nation. 
We presented our case and told our story, not in the political 
back rooms and horse-trading centers of Washington, but im- 
mediately and directly to the American people. The response of 
the people has shown that organized medicine never has made 
a wiser decision in the realm of public policy, than to take its 
case to the people. By the time of our annual session here in 
Atlantic City two years ago, more than 800 national, state and 
local organizations had risen up in official protest against com- 
pulsory health insurance, and the dismayed advocates of social- 
ized medicine already were beginning to falter. We could 
scarcely believe that such broad support could be mobilized so 
quickly. 

But that was only the beginning. Since then, with medicine's 
campaign reaching out to all the nation on a nonpartisan, grass 
roots basis, the socializers have continued to retreat, and the 
medical profession has won ever-growing public support. As of 
now, nearly 11,000 national, state and local organizations, after 
studying the pros and cons of the issue, are on public record 
with resolutions against compulsory health insurance or any 
other form of socialized medicine. Representing many millions 
of members, and constituting the biggest nonpartisan cross sec- 
tion of opinion ever mobilized on a public issue of this kind, 
those 11,000 organizations include women, farmers, veterans, 
businessmen, workers, professional people, educators, clergy- 
men, Democrats and Republicans, rich and poor. Out of their 
vigorous, public protest against socialized medicine, has come 
an ever-expanding public opposition to all forms of creeping 
socialism in this country, a growing realization that the forces 
of statism threaten not just doctors but all Americans. 

Medicine’s crusade for freedom and for high medical stand- 
ards has served not only the medical profession, but the entire 
Nation. It has rekindled a faith in fundamental Americanism. 
It has bolstered the courage and spirit of other professions, of 
businesses and industries and of millions of individuals who 
would like to preserve the American way of life. Our campaign 
gave them a rallying point and a means of expression. Last 
October, for example, when we conducted our intensive, nation- 
wide advertising program, we received outside support in such 
fabulous proportion that it wrote a new chapter in the field of 
advertising and public relations. 

We ourselves, using newspapers, magazines and radio, spent 
around one million dollars to state American medicine’s posi- 
tion on the basic issue of freedom versus compulsion, voluntary 
methods versus totalitarian methods. But at the same time more 
than 65,000 companies, groups and individuals outside of the 
medical profession spent over two million dollars for tie-in ad- 
vertising space in which to voice their support of medicine’s 
position. They spent that money, out of their own pockets and 
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of their own free will, to express their confidence in our pro- 
fession and to reaffirm their faith in the American way of doing 
things. The most heartening aspect of all was that the vast 
majority .of those advertisers were small companies and indi- 
vidual merchants and businessmen located in the small towns 
of the nation. Their voice was not the voice of big business or 
big money. It was the voice of John Q. Public, the voice of Mr. 
and Mrs. Average American. The same voice was heard again 
last November in the polling places of the nation, after the votes 
were counted in the Congressional elections. And again the re- 
sults reflected public confidence in medicine’s campaign against 
state socialism. The people rejected nearly ninety per cent of 
the candidates who still were known to favor compulsory health 
insurance. They rejected a number of others who attempted to 
straddle or avoid the issue. In both the primary and general 
elections last year, the people also voiced a general protest 
against the extension of socialistic philosophies in this nation’s 
government. 

Meanwhile, in the positive phase of our National Education 
Campaign objectives, voluntary programs of all kinds have 
moved ahead with marked, accelerated progress in the fields of 
health insurance, medical care, medical education and related 
activities. Individual physicians and their medical societies in 
48 states and over 2,000 counties are engaged in the most con- 
structive, progressive and concentrated programs the nation ever 
has seen to solve the problems of medical care. 

Our long-range campaign goal, you will remember, was not 
just to beat a bill in Congress, but rather to solve existing prob- 
lems, meet the medical needs of the people and improve the 
public relations position of the American Medical Association 
and medicine generally. The major portion of the campaign 
funds have been spent for this constructive purpose. 

The country’s Voluntary Health Insurance Plans are continu- 
ing to gain public acceptance as the sensible, American way of 
taking the economic shock out of the cost of serious illness. 
At an extremely conservative estimate, at least 72 million Ameri- 
cans now have some form of coverage protecting them against 
hospital, surgical, or medical expenses. The voluntary plans are 
working toward an expected total enrolment of 90 million 
persons within the next two or three years. They not only are 
growing in size; they also are extending their benefits and improv- 
ing and simplifying their methods of enrolment on a sound, 
actuarial basis. 

We of the medical profession must continue to give maximum 
support to the further development of voluntary health insurance 
to the end that sound, low-cost, comprehensive protection will 
be available to every American, regardless of where he lives or 
works. 

Progress, the voluntary way, has not been limited to the field 
of health insurance. The state and county medical societies, with 
the cooperation of medical schools, public officials and the people 
in their areas, are demonstrating the value and effectiveness of 
local effort and cooperation in the field of public welfare. They 
are making notable progress in establishing programs to provide 
night and day emergency medical service, to settle the grievances 
and complaints of patients, to locate doctors and medical facil- 
ities in communities which need them, to set up informational 
services and to improve physician-patient relationships. 

In the course of our campaign—presenting the case against 
compulsory methods, aiding the progress of voluntary methods 
and telling medicine’s story—we have distributed approximately 
100 million pamphlets, and other millions of leaflets, stickers, 
basic speeches, radio scripts, reprints, study and discussion kits, 
posters, cartoons, articles and other special materials. There is 
no question that the majority of the people have heard medicine’s 
case and have reacted to the facts. Included in that massive dis- 
tribution have been almost 90,000 reproductions of the campaign 
theme piece, “The Doctor” picture, for display in physicians’ 
waiting rooms, hospital lobbies and other appropriate places. 
More than half of the physicians of the Nation are displaying 
the picture in their offices, at their own request. 

The team of active campaign workers distributing pamphlets, 
giving speeches, writing letters, talking to friends and fellow 
citizens and securing formal action from organized groups has 
been made up of about 250,000 physicians, dentists, druggists, 
insurance men, doctors’ wives and other medical and nonmedical 
people who believe in our cause. 
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As a result of that nationwide effort, we have won unmis- 
takable support from the majority of the people. They have 
expressed that support in many and varied ways, as individuals 
and as organized groups, through personal letters’ and official 
resolutions, by means of newspaper advertising and the ballot 
box, in public opinion surveys and in the rising enrolments of 
voluntary health insurance plans. 

An especially significant campaign development in recent 
months, since you last heard a report from the Coordinating 
Committee, has been the increasing evidence of labor support 
for medicine’s stand against compulsory health insurance. During 
the Cieveland Clinical Session last December, we heard the 
vigorous address of Mr. William L. Hutcheson, General Presi- 
dent of the United Brotherhood of Carpenters and Joiners of 
America and Vice President of the American Federation of 
Labor, in which he reported his union’s refusal to support the 
Truman Health Program, and in which he presented a blistering 
indictment of socialized medicine. This evening, here in Atlantic 
City, the House of Delegates will hear an address by another 
outstanding American labor leader, Mr. Dave Beck, Executive 
Vice President of the International Brotherhood of Teamsters. 
Mr. Beck will speak at the dinner meeting to be given by the 
Medical Society of New Jersey, and his address, like that of Mr. 
Hutcheson, will be broadcast nationwide. Your Coordinating 
Committee is confident that Mr. Beck’s address will be of great 
interest, not only to the medicai profession but also to the rank 
and file of American labor and to the general public. The Com- 
mittee is in a position to predict that the coming months will 
bring still more concrete evidence of American labor's distaste 
for compulsory health insurance. 

Another recent development, signifying medicine’s increased 
influence in public affairs, and also demonstrating the need for 
our constant vigilance, was the successful outcome of our clash 
with Federal Security Administrator Oscar Ewing in the contro- 
versy involving the FSA pamphlet, “Common Human Needs.” 
That pamphlet contained the statement: “Social security and 
public assistance programs are a basic essential for attainment of 
the socialized state envisaged in a democratic ideology, a way of 
life which so far has been realized only in slight measure.” 
Our original protest against that statement, made on the Presi- 
dent’s Page of THE JOURNAL OF THE AMERICAN MEDICAL Asso- 
CIATION, led to a heated exchange of telegrams with Mr. Ewing. 
In that exchange we refuted his counterprotests by showing that 
the pamphlet had been reprinted in 1949, some two years after 
Mr. Ewing became Federal Security Administrator, and that it 
still was being distributed up to the time of the controversy. As a 
result, rather than rewriting or eliminating the offensively un- 
American passage, Mr. Ewing stopped further publication of the 
pamphlet and ordered the destruction of all copies still on hand. 

In the five months period since December, 52 general mailings 
have been made from Campaign headquarters to keep medicine’s 
story before the general public, members of Congress, physi- 
cians, dentists and druggists, the press and special groups such as 
labor and women’s organizations. The material sent out included 
the report on our advertising campaign, news releases, speeches 
by various doctors, study kits and specially prepared material for 
different types of women’s organizations, the labor address by 
Mr. Hutcheson, speeches and articles on medicine’s positive 
accomplishments and a variety of other items. 

Your Coordinating Committee feels, in conclusion, that the 
National Education Campaign not only has built a nationwide 
bulwark of friends for the medical profession, but also has laid 
the groundwork for a continued strengthening of medicine's 
position in the months and years ahead. 


Presentation of Plaque from National Editorial Association 
Dr. Elmer L. Henderson, President, stated that it was now his 
pleasure to present to the American Medical Association a 
beautiful plaque carrying the commendation of the National 
Editorial Association, and asked the Speaker of the House to 
read the plaque, as follows: : 
The National Editorial Association, April 30, 1951 


Elmer Henderson, M.D., President, American Medical Association and 
Chairman, National Education Campaign. 


Dear Doctor: 


The following action was taken by the National Editorial Association at 
the spring meeting in New York, April 19, 1951: 
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““WHEREAS, We believe that an outstanding contribution during the past 
year to the cause of individual freedom and the maintenance of our 
American way of life has been the nationwide campaign by the American 
medicai profession in behalf of freedom for both physicians and the cause 
of political freedom; therefore, be it 


Resolved, That we do publicly commend the doctors of our country for 
their enlightened contribution to the American way of life and do recog- 
nize this public service so ably performed by the American Medical 
Association, the officers, the Board of Trustees, the Campaign Committee 
and Clem Whitaker and Leone Baxter who directed the National Educa- 
tion Campaign of the American Medical Association.” 


Sincerely yours, 


General Manager 


To the office of George Lull, M.D., Secretary and General Manager, 
American Medical Association. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 

Your reference committee has carefully reviewed the report of 
the Coordinating Committee and the Board of Trustees concern- 
ing the National Education Campaign so ably presented by Dr. 
Elmer Henderson. 

The crusade of the National Education Campaign, so effec- 
tively organized and conducted in every detail, has not only 
served medicine but every phase of American life. A by-product 
of this Committee’s work has been to rekindle hope not only for 
physicians but for other professions, business, labor, and millions 
of people who want to keep America the citadel of freedom on 
earth. Gratitude is indeed due to all those walks of human en- 
deavor who rallied so gallantly to the clear, clarion call of an 
approaching catastrophe. The concerted effort of everybody 
proved that the medical profession has the know-how to deliver 
a powerful blow to any evil force that threatens to harm medical 
care of suffering individuals. The medical profession has always 
been and will continue to be a light and haven of refuge for the 
sick. The report of the Committee is a veritable roster, para- 
graph by paragraph, of accomplishment never before equalled 
in such a short time. All people should read the report and medi- 
tate on every recitation of the accomplishments. One is repaid 
by a feeling of courage not to weaken or lose faith when fighting 
for the right. In the report of the Council on Medical Service 
one reads, “What are we getting for our twenty-five dollars?” 
After a survey of the results, it can truly be said: First, there 
are as yet no balls and chains about the ankles of the American 
physician and he can still walk with pride and head unbowed; 
secondly, there are no handcuffs and he can still write prescrip- 
tions, even if sometimes unreadable, as freely as a bird can 
scratch for a worm, and thirdly, there is as yet no cerebral anky- 
losis or palsies, and he can still think freely, spiritually and 
scientifically, dictated to only by the milk of human kindness 
and consideration for the sick in mind and body. 

All of these were on the very edge of the precipice of extermin- 
ation on Jan. 1, 1949, when the Coordinating Committee began 
functioning. What has been wrought is nothing short of miracu- 
lous and for so small a pittance in money. Medical freedom 
could have been lost, yet so many physicians, even today, do 
not realize this nor are they grateful for their salvation. Miracles 
are frequently not immediately explained or appreciated. Nothing 
more can be said about results of the Coordinating Committee’s 
efforts, and nothing more need be said. History, and other 
plaques such as presented by the National Editorial Association, 
will record the accomplishment for posterity. 

In closing, your committee wishes to inject a note of warning 
about tapering off the education activities and vigilance lest we 
drift into a state of complacency. If this should happen we shall 
be like the fisherman who gives his line too much slack and loses 
the big fish which are temporarily on the hook. 


Your reference committee approves the report of the Coordi- 
nating Committee. 


Report of Judicial Council 
Dr. Walter F. Donaldson, Acting Chairman, presented the 
following report, which was referred to the Reference Committee 
on Miscellaneous Business: 
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1. During the Clinical Session held at Cleveland, in December, 
1950, a resolution was introduced suggesting amendments to the 
Principles of Medical Ethics, Section 6, Chapter I, which section 
at that time read as follows: ‘ 

Sec. 6.—An ethical physician will not receive remuneration from patents 
on or the sale of surgical instruments, nor profit from a copyright on 
methods or procedures. The receipt of remuneration from patents or 
copyrights tempts the owners thereof to retard or inhibit research or to 
restrict the benefits derivable therefrom to patients, the public or the 
medical profession. The acceptance of rebates on prescriptions or appli- 
ances, or of commissions from attendants who aid in the care of patients 
is unethical. An ethical physician does not engage in barter or trade in 
the appliances, devices or remedies prescribed for patients, but limits the 
sources of his professional income to professional services rendered the 
patient. He should receive his remuneration for professional services 
rendered only in the amount of his fee specifically announced to his patient 
at the time the service is rendered or in the form of a subsequent state- 
ment, and he should not accept additional compensation secretly or 
openly, directly or indirectly, from any other source. 


The prescription or dispensing by a physician of secret medicine or other 
secret remedial agents, of which he does not know the composition, or the 
manufacture or promotion of their use is unethical. 

The resolution referred to suggested that in the fourth sentence 
the words “for financial gain” be inserted after the words “for 
patients,” and that the remainder of the paragraph be deleted. 
The reference committee recommended that the resolution, as 
presented, be not approved, but that the suggestions therein con- 
tained be referred to the Judicial Council for further study. 

The Judicial Council has considered these suggestions, as 
well as suggestions with similar objectives received from other 
sources, and now recommends to the 1951 House of Delegates 
that Section 6, Chapter I, first paragraph, of the Principles of 
Medical Ethics be amended to read as follows: 

An ethical physician will not receive profit from patents on, or from 
the sale of surgical instruments, appliances and medicines nor from a 
copyright on methods or procedures. The acceptance of profit from patents 
or copyrights tempts tne owners thereof to retard or inhibit research or 
to restrict the benefits derivable therefrom to patients, the public or the 
medical profession. The acceptance of rebates on prescriptions or appli- 
ances, or of commissions from attendants who aid in the care of patients 
is unethical. It is unethical for a physician to engage for financial gain 
in barter or trade in the appliances, devices or remedies prescribed for 
patients. The ethical physician limits the sources of his professional income 
to professional services rendered the patient. Fee splitting under any guise 
is unethical. 


The Judicial Council has added to the suggestions of last year’s 
reference committee only the last sentence, reading: “Fee split- 
ting under any guise is unethical.” 

2. Request for reconsideration of 1950 resolution from Sec- 
tion on Ophthalmology: At the 1950 session of the House of 
Delegates in San Francisco, the House adopted a resolution 
which, in effect, reversed the 24-year position of the American 
Medical Association on the ethical question of members of the 
Association giving lectures or courses of instruction to optome- 
trists. 

This reversal was accomplished through the introduction of 
a resolution in 1950 from the Section on Ophthalmology which 
“declared that it is entirely within the definition of medical ethics 
for members to engage in lectures, demonstrations, the prepara- 
tion of pamphlets, and other measures suitable for the dissemi- 
nation of information designed to prevent blindness and directed 
to any nonmedical group.” This resolution was referred to the 
Reference Committee on Miscellaneous Business, which commit- 
tee returned it, recommending favorable action to the House of 
Delegates. It was adopted by the latter without discussion. 

The Judicial Council sensed the encouragement which this 
favorable action offers to such groups as the optometrists in seek- 
ing, as they constantly do, legislation to expand their field of 
professional activity more and more into the field of medicine in 
eye conditions. The Judicial Council brings the subject to the 
attention of the House at this time, believing that such impli- 
cations of the resolution favorably acted on last December may 
not have been fully realized by the reference committee or the 
1950 House of Delegates. The Judicial Council requests recon- 
sideration of this decision by the 1951 House of Delegates. 

Respectfully submitted, 

EpwarD R. CUNNIFFE, Chairman. 
WALTER F. DONALDSON. 

H. L. Pearson, Jr. 

J. B. Lukins. 

Louis A. 
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REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was rejected by the House after discussion: 

Your reference committee recommends that the original 
section and the amended section as recommended by the Judicial 
Council be disapproved, and that the following substitute amend- 
ment be adopted: 

The receipt of profit from patents or copyrights on medical 
appliances or remedial agents which tempt the owners thereof 
to retard or inhibit research or to restrict the benefits derivable 
therefrom to patients, the public or the medical profession is 
unethical. The acceptance of any rebates is unethical. The accept- 
ance of commissions from attendants who aid in the care of pa- 
tients is unethical. It is unethical for a physician to charge unfair 
or excessive prices for appliances, devices or remedies prescribed 
for patients. Fee splitting under any guise is unethical. 

Dr. Eggston presented the following report, which was duly 
adopted after discussion: 

Your reference committee after hearing the delegates from 
the Section on Ophthalmology and a majority of the other oph- 
thalmologists present who were in favor of the resolution as 
passed by the House of Delegates in 1950, and after consideration 
of all the implications of possible invasion in the practice of 
medicine mentioned by the Judicial Council, approves of the 
action of the House of Delegates taken in 1950. 


Report of Council on Medical Education and Hospitals 

Dr. Herman G. Weiskotten, Chairman, presented its report 
which was referred to the Reference Committee on Medical 
Education and Hospitals (see page 865). 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 

Dr. William Bates, Chairman, presented the following report 
which was duly adopted: 

Your committee highly commends the clear cut declaration of 
policy and recomfMmends that the Board of Trustees authorize 
through THE JouRNAL and through the department of public 
relations the widest possible distribution of this excellent state- 
ment. 


Introduction of Dr. A. Sharman, Glasgow, Scotland 

The Secretary, Dr. George F. Lull, at the request of the 
Speaker, Dr. F. F. Borzell, introduced Dr. A. Sharman of Glas- 
gow, Scotland, the official delegate from the British Medical 
Association. 

The House recessed at 12:50 p. m. to reconvene at 2:30 p. m. 

The House reconvened at 2:35 p. m., with the Speaker, Dr. 
F. F. Borzell, presiding. 


Introduction of Mr. Dave Beck 
Dr. Elmer L. Henderson, President, introduced Mr. Dave 
Beck, Executive Vice President of the International Teamsters 
Union. 


Report and Supplementary Report of Council on Medical Service 

Dr. James R. McVay, Chairman, presented the following 
report and the supplementary report of the Council on Medical 
Service, which were referred to the Reference Committee on 
Insurance and Medical Service: 


To the Members of the House of Delegates of the American 
Medical Association: 


The work of the Council on Medical Service is a never end- 
ing process. It is a process set forth in the Constitution and 
By-Laws and includes the study and collection of data on vari- 
ous aspects of medical service, reporting changes and trends to 
the House of Delegates, the constituent associations and com- 
ponent. societies and making such recommendations as the 
Council believes will improve medical care. 

In retrospect many results of the activities of the Council can 
be seen. For example, in 1944 when the Council found a need 
for the development of public relations programs at the state 
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and county levels, it held the first American Medical Association 
public relations conference and for several years thereafter 
stressed the importance of public relations programs at its 
regional conferences. Today the American Medical Association 
has its own Department of Public Relations, and most of the 
state associations have public relations programs. Another ex- 
ample is the Washington Office which was originated by the 
Council to keep the profession abreast of legislation affecting 
medicine and to keep legislators abreast of medical progress. 
Similarly, the American Medical Association Handbook, the 
Twelve Point Program, and the Student American Medical 
Association were all originally proposed or developed by the 
Council. The “Grass Roots” Conference, the Commission on 
Chronic Illness, the cancer detection program, and the Hill- 
Burton Hospital Construction program are additional examples 
of projects supported by the Council to further the objectives 
defined for it by the House of Delegates. Health centers, state 
and community health councils, community health leadership 
programs, voluntary prepayment medical care plans, emergency 
call programs and the Physicians Placement Service are other 
examples of activities with which the Council has been con- 
cerned. Some of these activities and programs are completed; 
others require continuing attention. Some activities have been 
assumed by other groups, but even in these the Council continues 
to have a practical interest, sometimes to the extent of making 
recommendations for improvement, sometimes only to the ex- 
tent of reporting to the House and to the profession. 

In order to cover more completely the various aspects of 
medical service, seven committees were created two years ago 
to serve the Council in an advisory capacity. The collection and 
study of information and data on existing services and facilities 
is a continuous part of the work of each committee. These com- 
mittees also follow trends in medical service that fall within 
their particular field and, whenever problems or situations war- 
rant, will make special reports to the Council. The primary ob- 
jective of each committee is to assist the Council in developing 
a correlated program covering the entire field of medical 
service, a program through which the public can benefit best 
from the accomplishments of American medicine and by which 
the constituent associations and component societies can be 
assisted in strengthening their own community programs. 

In order that the members of the House of Delegates may 
be aware of the recent activities of the Council, the following 
progress report is presented. 


“YOU AND YOUR A. M. A.” 

“What are we getting for our twenty-five dollars?” is a 
question frequently asked by doctors in regard to the American 
Medical Association. 
To answer this question and many others concerning the 
activities and plans of the Association, the Council on Medical 
Service proposes to “take the American Medical Association to 
each doctor who attends the annual session of his own state 
medical association.” 
This is the proposed plan of the Council on Medical Service: 
to include a period to be known as “You and Your A. M. A.” 
in the program of each state society at its annual session. 
The purpose of this program will be to inform those in at- 
tendance as to just what the American Medical Association is 
doing and in turn give the doctors in attendance an opportunity 
to state just what they would like to see the Association do. In 
addition to speakers, arrangements call for exhibits where suit- 
able material can be distributed, the use of slides and a moving 
picture, if it can be developed, highlighting and concentrating 
on the work of the various Councils, departments, and Bureaus 
of the American Medical Association. In order that the most 
effective program possible may be developed, this undertaking 
will of necessity be with the advice and assistance of the Public 
Relations Department, the Bureau of Exhibits and other de- 
partments at the headquarters offices, and will be a joint effort 
with the individual state associations. 
The Board of Trustees has approved a trial run of the pro- 
gram, and the Council has completed arrangements with four 
states in which meetings are to be held this fall—Pennsylvania, 
Colorado, Virginia and Indiana—to test the feasibility of offer- 
ing such a program as a part of the annual meetings of those 
societies which may desire such programs. 
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The Board of Trustees memorandum relative to these four 
pilot programs reads as follows: 

The general principles underlying the programs submitted by the Council 
on Medical Service and the general outline of those programs are ap- 


proved. The Board congratulates the Council on its foresight and enthusi- 
asm 


The Board urges that the various activities of the Council be brought 
before the doctors of the country as intensively as possible. It realizes, 
however, that often state societies will request discussions on matters not 
under the jurisdiction of the Council. It is desirable that, whenever re- 
quested, all activities of the Association be properly portrayed. However, 
the coordination of the activities of the various councils and bureaus and 
the formation of policies cannot be delegated by the Board. Hence, the 
final determination of all programs must remain under the jurisdiction of 
the Board. 

In order more effectively to develop and facilitate these programs, the 
Board delegates authority for the preliminary arrangements of these pro- 
grams to the Council on Medical Service. The Council should clear and 
coordinate all such programs with the Department of Public Relations 
and the Secretary and General Manager. 

Whenever the final programs involve activities not within the field of 
the activities of the Council on Medical Service the meetings should be 
presided over by an officer of the Association or a member of the Board 
of Trustees. 

COUNCIL COMMITTEES 

The Committee on Extension of Hospitals and Other Facilities 
during the first four months of 1951 has concerned itself with: 
physician-hospital relations; keeping information on the Hospital 
Construction Act up to date and correlating it with the data 
used in the Physicians Placement Service; collecting information 
and data regarding health centers, diagnostic clinics and out- 
patient dispensaries and the preparation of loan kits on these 
subjects for use by interested physicians, and maintaining liaison 
with the specialty groups, particularly the radiologists, anesthesi- 
ologists and pathologists. 

As a follow up to the recommendation of the House of 
Delegates that committees on physician-hospital relations be 
appointed by both constituent and component societies, the 
Committee has mailed a copy of the now well known Report 
of the Committee on Hospitals and the Practice of Medicine 
to all county medical societies and has made additional copies 
available on request. In addition, inquiry has been made to 
determine how many such committees are now in existence. Of 
the 757 county medical societies replying to the inquiry of the 
Committee, 263 stated they had a committee on hospital rela- 
tions. A similar inquiry of the constituent associations has 
resulted in 33 replies as of May 1. Of these, 30 state medical 
associations and the District of Columbia have such committees. 
Two states and Hawaii are without committees, although both 
of the states indicated that the matter would be discussed 
during the next meeting of their governing bodies. 

In 18 states these committees seem to have been created for 
the specific purpose of handling hospital and professional rela- 
tions and for the most part were organized in 1949 and 1950. 
A few states have assigned this function to already existing 
committees. Several asscciations reported such committees had 
been in existence for as long as fifteen and twenty years. It is 
apparent, however, that the Report of the Committee on 
Hospitals and the Practice of Medicine has resulted not only 
in the formation of many physician-hospital relations commit- 
tees but also in increased activity on the part of long estab- 
lished committees. 

Twenty-two of the state association committees reported 
activity during 1950. Among the matters with which these com- 
mittees were concerned over the past year were: (1) physician- 
hospital relations; (2) revision of medical practice acts; (3) 
conferences with Blue Shield and Blue Cross; (4) recruiting of 
interns and residents; (5) training programs for hospital resi- 
dent staffs; (6) studies of the costs of hospitalized illness; (7) 
studies of indigent medical care and (8) securing hospital licen- 
sure legislation. 

Of the states reporting, only six had taken action in regard 
to the Report of the Committee on Hospitals and the Practice 
of Medicine as adopted by the House of Delegates, and all of 
these states had supported the Report. Four others indicated 
that the matter would be considered by their governing bodies. 

The Committee on Indigent Care reports considerable prog- 
ress in its study of the various types of programs through which 
medical care is provided to public assistance beneficiaries and 
to the borderline group often referred to as medically indigent. 
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A study schedule has been completed with the cooperation and 
assistance of Professor Ira V. Hiscock, Chairman of the Depart- 
ment of Public Health, Yale University, and his staff. 

The first study, to test the adequacy of the schedule and study 
method, is schedued for completion late in May. On the basis 
of this experience, both schedule and method will be reviewed 
and revised as seem indicated. During the summer months 
studies will be made of a variety of indigent medical care 
plans in selected areas and the results will be reported to the 
House of Delegates in December. Primary emphasis is to be 
given to administrative organization and medical society rela- 
tionship. Just how far the Committee can go in its suggestions 
and recommendations should become evident as the studies 
progress. There is no doubt but that at the present we are still 
at the fact finding stage. 


It may also be well to report that the Committee has made 
arrangements to use the services of especially qualified tem- 
porary personnel to make the studies under the supervision of 
a regular Council staff member. 


The Committee on Maternal and Child Care has been con- 
cerned primarily with liaison with interested groups and the 
medical problems of dependents of servicemen. 


Two members of the Committee, Drs. W. L. Crawford and 
Donald A. Dukelow, were among the American Medical Associ- 
ation representatives attending the Midcentury White House 
Conference on Children and Youth held in Washington, D. C., 
December 3 to 7, 1950. During the White House Conference 
contact was made with Miss Katharine Lenroot, Director of the 
Children’s Bureau of the Federal Security Agency. One of 
the conversations had to do with the present military situation 
and the possible medical care problems of the wives and families 
of servicemen. It was evident that some thinking was in process 
as to the necessity for looking forward to a reactivation of some 
plan similar to the E. M. 1. C. program of World War IIL. It 
seemed evident, too, that the Children’s Bureau would seek the 
advice and cooperation of the American Medical Association 
in any discussions on this matter. 


With this in mind the Committee on Maternal and Child 
Care developed a short questionnaire which it sent to all state 
medical associations and approximately 400 physicians, includ- 
ing general practitioners, obstetricians and pediatricians. The 
purpose of the questionnaire was to learn how the state associa- 
tions felt concerning the operation of E. M. I. C. and to get 
the reactions of physicians who had worked under the program. 
The survey was not intended to be exhaustive but merely to assist 
the Committee if and when it was called on to participate in 
discussions on the reactivation of E. M. I. C., and in this the 
survey has been most helpful. 


An informal meeting of the Committee chairman and Associ- 
ation staff members with representatives of the Children’s 
Bureau was held in Chicago on February 23. At that time a 
meeting of the full Committee with representatives of the 
Children’s Bureau was arranged for March 10 in Chicago. 


In order to prepare for the conference with the Children’s 
Bureau representatives, the full Committee met in Chicago on 
Friday, March 9, to review the responses to the questionnaire. 
The following day, March 10, those present at the meeting with 
representatives of the Children’s Bureau were: the Committee 
members, Drs. Crawford, Truman, Mengert, Mulholland and 
Dukelow; guests invited by the Committee, Drs. E. H. Christoph- 
erson, Clarence H. Webb and Philip S. Barba, members of the 
American Academy of Pediatrics, Dr. Philip F. Williams of the 
American Academy of Obstetrics and Gynecology and Dr. 
Garland D. Murphy Jr., a member of the American Legion Child 
Welfare Committee; staff members, Dr. George F. Lull, Mr. 
Thomas A. Hendricks and Mr. George W. Cooley. 


Although no formal actions were taken at either of these 
meetings, nor Was any representative asked to commit himself 
or his organization, the Committee believes that from a pre- 
liminary point of view it seems reasonable to draw the follow- 
ing conclusions: 

1. No widespread emergency exists at this time which war- 
rants setting up a special maternal and infant care program for 
wives and dependents of servicemen. 
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2. Requests or pressures for a nationwide re-enactment of 
such a program are few and far between and are usually based 
on individual instances arising near military installations where 
the influx of servicemen and families has resulted in abnormal 
conditions. Special consideration and planning will need to be 
given to these particular areas. 

3. Where need occurs away from military posts, help for 
the individual needy case can usually be obtained through one 
or more of the numerous existing sources of aid, such as the 
Army, Navy and Air Force Relief Funds and the American Red 
Cross. The medical society should not be omitted as a source 
of assistance in the form of medical service, nor should the fact 
be ignored that many voluntary medical and hospital service 
plans are continuing to cover the families of servicemen on a 
special basis or as a continuation of benefits by employers. 

4. Despite the fact that there is little indication of urgency 
in this matter, the unpleasant experiences with the E. M. I. C. 
program in World War II certainly indicate the value of plan- 
ning ahead should a similar emergency occur. 

5. It is evident from the replies to the questionnaire that the 
former E. M. I. C. program, while reasonably satisfactory in 
some areas and in some aspects, left much to be desired from the 
point of view of the veterans as well as the medical profession. 

6. Any planning that is done should include consideration of 
the possibility of utilizing the voluntary health insurance plans 
and the state medical association agencies handling Home Town 
Veterans Medical Care Programs. 

7. Any planning that is done should not be hastily assembled 
but should develop only as a result of serious consideration on 
the part of hospital authorities, state and Federal public health 
administrators, veterans representatives and the state medical 
associations representing the physicians who supply the medical 
service. 

On the invitation of the Children’s Bureau, the Committee 
chairman and secretary attended a conference held in Washing- 
ton, D. C., April 4. Attending this meeting were representatives 
of the Advisory Committee for the Children’s Bureau, the Blue 
Cross, American Academy of Pediatrics, Association of State 
and Territorial Health Officers, American Academy of Ob- 
stetrics and Gynecology, American Public Health Association, 
Catholic Hospital Association, Protestant Hospital Association 
and American Medical Association. 

All discussions were informal and in no way committed the 
agencies represented to any statement or policy. It was generally 
accepted that no emergency regarding the dependents of service- 
men exists at the present time, and, therefore, all of the discus- 
sions were of an exploratory nature. In other words, the group 
was merely thinking out loud as to the problems that would need 
to be considered if at some future date Congress believed there 
was an emergency in this matter and decided to consider legisla- 
tion. It was generally agreed that any program that was put 
into effect should come as a result of legislation and not as a 
result of administrative action such as occurred during World 
War II. This, of course, would give all organizations an oppor- 
tunity to be heard on the subject rather than wake up some 
morning to find a going operation established by administrative 
edict. Certainly discussion at this conference in no way altered 
the conclusions noted previously. In fact, if anything, it strength- 
ened them. 

The Councit would like to point out that three organizations 
have requested the reactivation of some sort of a medical care 
program for the wives and children of servicemen. Mr. Walter 
Reuther has expressed the U. A. W.-C. I. O. desires through a 
letter addressed fo Senator Lehman, a member of the Senate 
Labor and Public Welfare Subcommittee on Health. The Ameri- 
can Legion passed a resolution at its national convention in 
October of 1950 urging the “establishment of an E. M. I. C. 
program similar to that operated during World War II, with due 
consideration given to correcting any inequities which the experi- 
ence developed during World War II may have revealed.” The 
Minnesota State Legislature has expressed its desires by memo- 
rializing Congress to enact such a program. 

The Committee intends to follow developments on this mat- 
ter. Particular attention will be given to a need for such a drastic 
step and, if necessary, it will conduct one or more studies in 
specific problem areas for the purpose of determining the extent 
of such need. The Committee has also before it a suggested 
study program covering both maternal care and child care. 
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The Committee on Federal Medical Services is being ex- 
panded, both in scope and in personnel, to comply with the 
recommendation of the House of Delegates. The Committee has 
held one meeting so far this year. As a result of that meeting, 
the Council has approved certain activities, which include the 
analysis of all aspects of the several forms of medical care 
financed under federal offices and the establishment of liaison 
with both nongovernmental and governmental agencies inter- 
ested in federally financed medical care. 

In the matter of increased Committee personnel, the Council 
has considered several persons. To date, Dr. Herbert P. Ram- 
sey, Washington, D. C., and Dr. Joseph S. Lawrence, Director 
of the Washington Office, have consented to serve on the Com- 
mittee, the latter in an ex officio capacity. 

The Council contemplates the use of this Committee in an 
advisory capacity on all matters pertaining to federal medical 
services which do not involve the specific activities of other 
Council committees. 


The Committee on Prepayment Hospital and Medical Service 
has met informally with representatives of the Health Insurance 
Council. The purpose of these informal meetings was to discuss 
some of the problems inherent to voluntary health insurance. 
In addition, these problems have been presented to the Blue 
Shield Commission. Although at this time neither the Health In- 
surance Council nor the Blue Shield Commission has submitted 
any definite plans for solving some of these problems, it is antici- 
pated that some formal meetings and some formal recommenda- 
tions will result in the relatively near future. 

In the field of voluntary health insurance the Council has been 
involved in the study of Health Insurance Plans in the United 
States pursuant to Senate Resolution 273, 81st Congress, Second 
Session. This resolution authorized a special Subcommittee on 
Health of the Committee on Labor and Public Welfare of the 
United States Senate. Dr. Dean A. Clark, Director General of 
the Massachusetts General Hospital and formerly Medical Direc- 
tor of the Health Insurance Plan of Greater New York, was 
named as the Consulting Director of the Subcommittee on 
Health. Dr. Clark is also president of the Cooperative Health 
Federation of America. 

Only one copy of a preliminary Confidential Committee Print 
was made available to the Council office. This may be due to 
the fact that only about 50 copies were printed. The print con- 
sists of 90 pages. While the statistical data appear accurate, the 
first and last chapters lack the objectivity stressed during pre- 
liminary conferences. 

These chapters, entitled “Summary of Findings and Recom- 
mendations” and “The Role of Medical-Care Insurance,” are 
written in a manner that implies the superiority of conducting 
health insurance programs through organized service units, such 
as hospitals and group medical practice, with payments to pro- 
fessional personnel on some basis other than fee-for-service. The 
Council authorized a statement to be sent to Dr. Clark. The 
principal purpose of the statement was to suggest changes which 
would make the report more objective and to confine the com- 
ments to the subject. This was a “Confidential Committee Print” 
and the Council has respected its status. As soon as the report 
is filed, and therefore no longer confidential, copies of pertinent 
portions of the report and also copies of the Council statement 
will be reproduced for the members of the House of Delegates. 

While it will be some time before the Health Insurance Coun- 
cil has completed its:Survey of Accident and Health Insurance 
in the United States for the year 1950, reliable estimates indicate 
that the number of Americans having some type of hospitaliza- 
tion insurance at the end of 1950 was 75 million and that some 
52 million Americans were enjoying the benefits of voluntary 
surgical care insurance. 

The Council is continuing its annual revision of Voluntary 
Prepayment Medical Care Plans started in 1946. The fifth an- 
nual (1951) revision is now available to the profession and 
other interested organizations and individuals. 

The Supplementary Report of the Council at the 1950 Clinical 
Session indicated that medical society prepayment benefit plans 
had been developed in all forty-eight states, the District of 
Columbia and the Territory of Hawaii. During the year one 
local plan ceased to operate und its obligations were assumed 
by another local organization. This does not alter the fact that 
medical society plans exist in all states. 
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In an effort to determine the extent to which the voluntary 
health insurance plans made coverage available to dependents 
of military personnel, a special survey was undertaken. Of 
seventy-five returns, 67 plans continue coverage for dependents 
of military personnel and one plan is giving consideration to 
doing so. In most instances the coverage must have been in effect 
prior to the time the primary subscriber enters military service. 
Also, all 67 plans permit reinstatement of the coverage for 
the subscriber on his separation from military service. This 
normally requires a reinstatement application. 

The Council’s exhibit on Voluntary Health Insurance has been 
shown at five meetings since the last Annual Session. These were 
meetings of the Montana State Medical Association, the Indiana 
State Medical Association, the American Public Health Associa- 
tion, the American Academy of General Practice and the Illinois 
State Medical Society. This exhibit is being revised from time 
to time in the light of newer data and is currently being shown at 
booth 501 in the Scientific Exhibit. 

The Committee on Relations with Lay Sponsored Voluntary 
Health Plans has held one meeting in Chicago subsequent to the 
meeting at the time of the Clinical Session in Cleveland. At that 
Clinical Session the House of Delegates approved a certain pro- 
cedure for handling an application submitted on behalf of any 
lay sponsored voluntary health plan within the purview of the 
Twenty Principles. 

One application is on file and the Committee on Relations with 
Lay Sponsored Voluntary Health Plans has been authorized to 
collect such data concerning the plan as it deems necessary 
before making recommendations to the Council. Since these 
additional data have not been supplied to the Committee, the 
Committee has been unable to make any recommendations to 
the Council and, consequently, the Council is not yet in a posi- 
tion to report definitely to the House. 

Another problem before the Committee is the annotation of 
the Twenty Principles. The Council has accepted the recommen- 
dation of the Committee that annotation of the Twenty Prin- 
ciples should be withheld until such time as action has been 
taken on the pending application. 

As additional information is supplied and as developments 
take place, they will be reported promptly by the Council to 
the House. 

The Committee on Medical Care for Industrial Workers has 
concerned itself primarily, during the past four months, with a 
continuation of its study of temporary cash sickness benefits 
and the legislation enacted in California, Rhode Island, New 
Jersey and New York. Following through on the recommenda- 
tion of the House of Delegates in December 1950, the Com- 
mittee has completed a digest of the information that the Council 
staff has assembled. This is included in a Progress Report on 
Temporary Cash Sickness Benefits and Related Legislation, 
which has been sent, as suggested, to every member of the 
House of Delegates. 

In response to requests from several state associations, the 
Committee prepared voluminous kits of material and sent them 
to these associations on a loan basis. As new material becomes 
available, it is added to these kits so as to keep them up to date. 

Plans are under way for studies of a number of industrial and 
union programs providing medical care for industrial workers. 


OTHER ACTIVITIES 

The Physicians Placement Service continues to function effec- 
tively in cooperation with and as a supplement to the various 
state medical association placement services. For the most part 
the number of requests from communities seeking a physician 
is decreasing, and it would seem, at least compared to two or 
three years ago, that the distribution problem is slowly being met. 
This does not mean that there is an oversupply of physicians nor 
that there are yet enough physicians seeking locations to fill 
openings already available. It does mean, however, that at pres- 
ent the number of requests for openings during a given month is 
greater than the number of new requests for physicians during 
the same period. 
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The Placement Service has made particular effort during the 
past few months to obtain specific information as to what com- 
munities can and will do to attract a physician. It is interesting 
to note that in a majority of instances communities are making 
home or office facilities available, often either or both are rent 
free for a reasonable period of time. Undoubtedly, recent popu- 
lar magazine articles describing what communities have done to 
attract physicians have had some effect on local attitudes. It may 
be too that the booklet which the Council sends to communities 
seeking physicians has had some effect in making these commu- 
nities aware not only of their responsibilities but also of what can 
and is being done to attract able medical men. 


Three projects are under discussion at the present time: one 
has to do with the American Medical Association establishing 
a revolving fund from which young physicians might borrow 
provided they agree to locate in certain strategic or critical areas; 
another has to do with several pilot studies designed to provide 
specific information and details concerning the steps that com- 
munities can take to attract physicians; and a third is concerned 
with a study of the financial needs of physicians at the time they 
finish their internships or residencies. 


Distribution of Material: During the last three months of 1950 
and the first four months of 1951 the Council distributed ap- 
proximately 150,000 pieces of reference material in response 
to requests. In order to get material into school and public li- 
braries without sending a very large and probably wasteful 
mailing, the Council has this year listed a number of key items 
with the Educators Progress Service and the H. W. Wilson Com- 
pany. The Progress Service publishes the Educators Index of 
Free Materials for both elementary and secondary schools. The 
H. W. Wilson Company publishes the Vertical File Service Cata- 
log for libraries. As a result of these listings, the number of re- 
quests from school and public libraries has increased tre- 
mendously. 

Health insurance and socialized medicine continue to be the 
most popular and account for more than three-fourths of the 
requests. Of the loan kits on such subjects as group practice, 
health councils, cash sickness benefits and indigent care, the 
Group Practice Kit is most in demand. 


Survey of County Medical Society Activities: The Council is 
continually called on for information concerning the organi- 
zation and operation of activities carried on by county medical 
societies or in which county societies participate or cooperate 
with other groups. To keep up to date on these activities the 
Council has conducted a second general survey covering 757 
county societies distributed throughout the forty-eight states. 
This is 502 more than the Council included in the first survey 
made in 1948 and, therefore, provides much more information 
than did the 1948 survey. 


The 757 societies in the survey included 582 with less than 
100 members (Group I); 72 with between 100 and 200 mem- 
bers (Group II); 37 between 200 and 300 members (Group III); 
and 65 with over 300 members (Group IV). The information 
obtained is tabulated according to these four groups so as to 
be of practical assistance to medical societies of all sizes. Total 
tabulation of some of the activities included im the survey shows 
that: 


757 societies have regularly scheduled scientific programs; 

263 societies sponsor postgraduate programs; 

523 societies report library facilities are available to members; 
545 societies participate in tuberculosis control programs; 

503 societies participate in pre-school examinations; 

448 societies participate in maintenance of blood banks; 

533 societies participate in cancer control programs; 

367 societies cooperate in a diabetes detection program; 

149 societies cooperate in a rheumatic fever control program; 
76 societies are experimenting with multiphasic screening; 
364 societies have emergency call plans; 

366 societies have grievance committees, and 

296 societies have group accident and health insurance plans. 
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These, of course, are but a portion of the items. The com- 
plete story of the survey has been mimeographed for use by 
county medical society officers and is available to others on 
request. 


Medical Service News Letter: The Council is seriously con- 
sidering again publishing a monthly or quarterly news letter to 
apprise state and local committees of developments in the medi- 
cal service field. A medium such as this is especially needed to- 
day, because many of the state medical associations and county 
societies have created committees paralleling the seven Council 
Committees. A news letter not only will bring about closer 
liaison between these committees at the various levels but will 
keep them continuously informed on such subjects as voluntary 
health insurance, cash sickness benefits legislation, and physi- 
cian-hospital relations. 


Staff Personnel: The Council has kept in mind the statement 
of the Chairman of the Board of Trustees last June and the 
recommendations of the Reference Committee on Insurance 
and Medical Service last December in regard to increasing its 
staff. On May 1 the Council employed Mr. Russell Staudacher 
as a Staff assistant. Mr. Staudacher was formerly Associate Pub- 
lic Relations Counsel for the Michigan State Medical Society 
and in this capacity had considerable experience with the type 
of activities with which the Council is concerned. A number of 
other individuals have been considered, but because of the ex- 
perience requirements, it is going to take time to augment the 
Council staff with qualified personnel. 


SUPPLEMENTARY REPORT 

Your attention is invited to the Report of the Council on 
Medical Service, especially to the program suggested by the 
Council, entitled “You and Your A. M. A.” 

Your attention is also invited to the comments on the Physi- 
cians Placement Service. A further report on this subject in- 
cluding a discussion of the feasibility of a revolving fund to 
assist physicians in locating in areas needing medical services 
has been presented to the Board of Trustees. 

In addition to the above remarks concerning the Council's 
Report the attention of the members of the House of Delegates 
is invited to the attached “Supplemental Information on Tem- 
porary Disability Benefits.” 

In the report of the Council, mention is made of the fact that 
a “Progress Report on Temporary Cash Sickness Benefits and 
Related Legislation” has been sent to each member of the House 
of Delegates in keeping with the recommendation of the House 
in December 1950. 

The Council at this time invites the attention of the delegates 
to two items of information received subsequent to the mailing 
of the report. In that report it is stated that “So far, in the four 
states which have such laws the medical profession and medical 
associations have given neither active support nor active opposi- 
tion to the proposals.” This referred to Rhode Island, California, 
New Jersey, and New York. The state medical association in 
each of these states was asked to comment on this statement 
within a specified time to permit mailing of the report prior to 
May 15. While no replies were received within the dateline set, 
since then the California Medical Association and Rhode Island 
Medical Society have replied in part as follows: 


California 

The California Medical Association actively and vigorously opposed the 
establishment of the cash sickness disability law four years ago and the 
bill was passed through the legislature only after the insurance carriers 
who had sided with us had agreed to withdraw their opposition if they 
were permitted to participate in the underwriting program. That left the 
Cc. M. A. as the sole opponent to the measure and we weren't strong 
enough by ourselves to stop it. 

Two years ago we opposed the addition of hospital benefits to the 
Original bill. The hospital association joined with us in this opposition 
and we had the bill stymied until the few last days of the legislature, 
when a watered down bill was put through. This version removed many 
of our original objections and we found it impossible to stop its passage, 
especially since labor was crying for the application for its own pur- 
poses of funds contributed solely by employees. 

I think you should have that record on our opposition. On page 10 
of your report you mention that business and insurance interests were 
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opposed to the legislation but omitted our opposition. We have been 
and still are fearful that this type of legislation is the entering wedge 
for compulsory health insurance and that future amendments may be 
tacked on to increase the tax receipts and widen the services provided. 
As a matter of fact, the insurance carriers and labor unions this year 
agrecd among themselves to approve an increase in the employees’ tax 
rate to 142% from 1% and to provide additional indemnities in the event 
of unemployment resulting from disability. 


Rhode Island 
We are concerned with the first paragraph under the heading Group 
Five on page 8. 


A Statement is made that “So far, in the four states which have such 
laws the medical profession and medical associations have given neither 
active support nor active opposition to the proposals.” 

It is not clear to us what is meant by the word “proposals.”” We did 
not support or oppose the initial legislation. However, we have given 
active support to the program once it was established by the State of 
Rhode Island, and we have continued to seek to improve the program 
throughout the years. It was my belief that there was excellent coopera- 
tion in California, since the medical association was aware of our pro- 
posals and took an actve part in preparing the preliminary phases of 
the California Disability Plan once it had been enacted. 


Therefore, we would urge that the word “proposals” be clarified and 
also that mention be made, in so far as we are concerned, that the 
Rhode Island Medical Society has given active support to the state gov- 
ernment in the carrying out of the medical phases of the Rhode Island 
Temporary Disability Insurance. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE AND MEDICAL 
SERVICE 
Dr. William R. Brooksher, Chairman, presented the following 
report, which was duly adopted: 


The progress report of the Council on Medical Service details 
the many fields in which the Council is at present engaged. 
Your committee is hopeful that the project “You and Your 
A .M. A.” will receive hearty support from the constituent state 
associations. The continuing work of the respective subcommit- 
tees of the Council on Medical Service is commended. 


The Council proposes to publish a newsletter on developments 
in the medical service field. Your committee received a resolu- 
tion from the Ohio State Medical Association proposing regular 
dissemination of health insurance news in a publication of the 
American Medical Association. Your committee recommends 
that space be made available in THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION which the Council on Medical Service 
may use for the regular presentation of medical service and 
health insurance activities. 


Proposed Amendment to By-Laws 


Dr. H. Russell Brown, South Dakota, presented the following 
proposed amendment to Chapter XIII, Section 1: 


Amend Chapter XIII, Section 1, to read: Composition.—The 
Board of Trustees shall consist of nine elected Trustees, the 
President and President-Elect. The Vice President, Secretary, 
Treasurer, Speaker, Vice Speaker, General Manager and Editor 
of THE JOURNAL may attend meetings of the Board. 


REPORT OF REFERENCE COMMITTEE ON AMENDMENTS TO 
CONSTITUTION AND By-Laws 


Dr. Robertson Ward, Chairman, presented the following 
report, which was duly adopted and the Speaker announced the 
By-Laws thus amended: 

Referred to this committee was a resolution by Dr. Brown 
of South Dakota to amend the By-Laws in such fashion as to 
change the composition of the Board of Trustees by adding the 
President and the President-Elect. This same matter had been 
the subject of a study by the Interim Committee on Constitution 
and By-Laws on a similar resolution introduced by Dr. Brook- 
sher of Arkansas at the last session of the House of Delegates. 
After a thorough discussion, participated in by Dr. McCarthy, 
the Chairman of the Interim Committee, this committee 
reached the conclusion that, in keeping with the practices of 
most large corporations and those of many of the constituent 
state medical associations, this was a desirable procedure. It 
therefore recommends the adoption of this change in the By- 
Laws, Chapter XIII, Section 1, so that it will read as follows: 

Section 1, Composition.—The Board of Trustees shall consist of nine 
elected trustees, as provided in Article 7 of the Constitution, the Presi- 
dent and the President-Elect. The Vice President, the Secretary, the 
Treasurer, the Speaker, the Vice Speaker, the General Manager and 
the Editor of THE JOURNAL may attend meetings of the Board. 
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Resolution on Medical Supervision of Curative Workshops 

Dr. Frank H. Krusen, Section on Physical Medicine and 
Rehabilitation, presented the following resolution, which was 
referred to the Reference Committee on Miscellaneous Busi- 
ness: 


WHEREAS, Certain high-minded citizehs have organized in various com- 
munities throughout the United States certain institutions known variously 
as curative workshops, institutes of rehabilitation, or rehabilitation centers 
in which both physical therapy and occupational therapy are employed in 
the treatment of sick and disabled persons; and 

WHEREAS, Such curative workshops, institutes of rehabilitation or reha- 
bilitation centers have in a number of instances failed to provide adequate 
direct medical supervision of the lay therapists who provide the physical 
therapy and occupational therapy; and 

WHEREAS, Certain state medical societies have requested an explanation 
of the point of view of the American Medical Association concerning 
adequate medical supervision of such organizations; and 

WHEREAS, The Council on Physical Medicine and Rehabilitation of the 
American Medical Association has expressed the opinion that all facilites 
which provide services in physical therapy and occupational therapy 
should be under the direct supervision of a properly qualified and duly 
licensed physician; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation go on record as recommending that all curative workshops, insti- 
tutes of rehabilitation, rehabilitation centers and other organizations of 
a similar nature which provide services in physical therapy and occupa- 
tional therapy shall conduct such medical treatment under the direct 
supervision of a properly qualified and licensed physician. 


REPORT OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUSINESS 
Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 
Your reference committee approves of this resolution. 


Resolutions on Lay Advertising 


Dr. R. J. Azzari, for the Medical Society of the State of New 
York, submitted the following resolutions, which were referred 
to the Reference Committee on Miscellaneous Business: 


Wuereas, Certain advertising material is being distributed in various 
parts of the United States; and 

WHEREAS, This advertising extols the choice of a specialist in obstetrics 
and a specialist in pediatrics as compared with the choice of a general 
practitioner for the care of maternity and pediatric patients; and 

WuHereas, Said advertising extols hospitals approved by the American 
College of Surgeons as compared with others that may not be so 
approved; and 

Wuereas, Certain advice regarding sexual intercourse, certain com- 
ments on premature delivery, certain illustrations of vertex and breech 
Presentations are contained in these publications; therefore be it 

Resolved, That the House of Delegates of the American Medicai Asso- 
ciation deprecates the spirit and inferences contained in such advertising 
matter, the unjust discrimination against general practitioners, those who 
have educated them, and the governmental bodies which have licensed 
them; and be it further 

Resolved, That the Board of Trustees of the American Medical Asso- 
ciation request the Better Business Bureaus, the United States Chamber 
of Commerce, or any other appropriate body, to use its influence toward 
accomplishing the cessation of such biased advertising. 


REPORT OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUSINESS 
Dr. Andrew A. Eggston, Chairman, presented a report, 
which, including the following substitute resolution, was duly 
adopted: 
WHereAs, A large amount of advertising by pharmaceutical houses and 
other business and promotional programs, including those selling maternal 


and layette supplies, has in many instances been objectionable and not 
in the best interest of the public; and 


WHEREAS, Certain statements concerning medical practice are inaccu- 
rately presented and appeal in varying instances to the public, by-passing 
the medical profession and disregarding established standards; there- 
fore be it 


Resolved, That the House of Delegates recommends to advertising 
agencies that they make all efforts possible to correiate their advertis- 
ing programs with the principles of the best practice of modern medicine. 

Your Reference Committee recommends that this substitute 
resolution be adopted instead of the Resolution on Lay Adver- 
tising and Resolution ‘on Sales Promotion Methods of Pharma- 
ceutical Houses. 


PROCEEDINGS OF THE ATLANTIC CITY SESSION 


J.A.M.A., June 30, 1951 


Resolution on Restricted Membership 


Dr. Andrew A. Eggston, New York, presented the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation request the Secretary and the officers to collect, organize and 
make available to interested constituent state associations and component 
county societies, for their guidance and assistance, all pertinent infor- 
mation and experiences bearing on possible restrictions to membership 
based on race or religion. 


REPORT OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUSINESS 
Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 


As this question is being considered in the communities in- 
volved and progress has been made, and since membership 
should be considered on a local, not a national level, your 
reference committee disapproves of this resolution. 


Resolution on Approval of Program for Promotion of Research, 
Education and Preventive Service 

Dr. William L. Benedict, Section on Ophthalmology, pre- 
sented the following resolution, which was referred to the Refer- 
ence Committee on Miscellaneous Business: 

WHEREAS, It is estimated that 260,000 Americans are blind and many 
hundreds of thousands more are severely visually handicapped; and 

WHEREAS, Much of this blindness could be prevented by research to 
improve methods of diagnosis, treatment and prevention, by education 
of the public and other groups and by promoting the provision of such 
preventive services as vision-testing of children, industrial eye programs 
and social service follow-up; and 


WHEREAS, The National Society for the Prevention of Blindness was 
Organized in 1908 to unite lay and professional forces in an all-out 
attack against unnecessary blindness and has carried on its program over 
the years, working closely with the medical profession and all interested 
groups; therefore be it . 

Resolved, That the American Medical Association approve the program 
of the National Society for the Prevention of Blindness for the pro- 
motion of research, education and preventive service. 


REPORT OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUSINESS 
Dr. Andrew A. Eggston, Chairman, presented the following 
report, which was duly adopted: 


Your reference committee approves this resolution. 


Resolution on Costs of All Technical and Professional Training 

Dr. E. F. Hoffman, California, submitted the following reso- 
lution, which was referred to the Reference Committee on 
Legislation and Public Relations: 

WHEREAS, It is good accounting practice for business organizations to 
establish the costs required to create the going concern and to depreciate 
this capital initial cost over an appropriate period; and 

Wuereas, This procedure has met with the approval of the Depart- 
ment of Internal Revenue and is customary; and 

WHEREAS, The costs of a professional education are dispersed over a 
period of years during which there is no income to offset these costs; and 


WHEREAS, These costs represent a capitalization charge which thus 
constitutes a taxable loss to the individual; and 


Wuereas, All occupational training expenses are now neglected in this 
fashion; now, therefore, be it 


Resolved, That the American Medical Association seek appropriate 
legislation to authorize the establishment, for tax purposes, of the costs 
of all technical and professional training to be amortized over an appro- 
priate period. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION AND 
PUBLIC RELATIONS 

Dr. L. G. Christian, Chairman, presented the following re- 
port, which was duly adopted: 

After thoughtful deliberation, your committee believes that 
the problems involved in this resolution are so complex that 
action should be deferred until the matter has received con- 
sideration by the Board of Trustees. Your committee recom- 
mends, therefore, that this resolution be referred to the Board 
of Trustees. 
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Resolution on Investigation of School System 
Dr. E. F. Hoffman, California, presented the following reso- 
lution, which was referred to the Reference Committee on 
Legislation and Public Relations: 


WHEREAS, The American Medical Association, its constituent state asso- 
ciations and the component county associations thereof are now and have 
been for some time engaged in a bitter and grueling struggle to prevent 
the socialization of medicine with its inevitable accompaniment of the 
ultimate disintegration and destruction of good scientific care; and 

Wuereas, The socialization of medicine is just one phase of a long- 
range plan to collectivize every phase of our economic and social struc- 
ture; and 

WHEREAS, Many of our educators and many of the organizations to 
which they belong have for many years conducted an active, aggressive 
campaign to indoctrinate their students in grammar school, high school 
and college with the insidious and destructive tenets of the welfare state, 
beginning with John Dewey and the philosophy of progressive education 
as promulgated by the Columbia University Teachers College, this teach- 
ing of hatred and scorn for the American system of private enterprise 
having been so widespread and successful that as a result our voters are 
conditioned to accept all manner of totalitarian expedients in direct viola- 
tion of economic law; and 

WHEREAS, The Sons of the American Revolution presented to the last 
Congress a Bill of Grievances, setting forth specific instances of such 
teachings by individuals and the subversive textbooks to implement such 
teachings, and calling for a Congressional investigation of such teachings 
to the end that proper remedial steps might be taken; now therefore be it 

Resolved, That the American Medical Association be requested to call 
on Congress to make a thorough investigation of our entire school system 
with particular reference to the teachers and authors of text-books advo- 
cating the overthrow of the American system of free enterprise by the 
infiltration of the un-American fallacies of collectivism. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION AND 
PUBLIC RELATIONS 


Dr. L. G. Christian, Chairman, presented the following re- 
port, which was duly adopted: 

The resolution introduced by Dr. E. F. Hoffman, California, 
has been amended with the approval of Dr. Hoffman and now 
reads as follows: 


WuerEAs, The American Medical Association, its constituent state asso- 
ciations and the component county associations thereof are now and have 
been for some time engaged in a bitter and grueling struggle to prevent 
the socialization of medicine with its inevitable accompaniment of the 
ultimate disintegration and destruction of good scientific care; and 

WHEREAS, The socialization of medicine is just one phase of a long- 
range plan to collectivize every phase of our econome and social struc- 
ture; and 

Wuereas, Many of our educators and many of the organizations to 
which they belong have for many years conducted an active, aggressive 
campaign to indoctrinate their students in grammar school, high school 
and college with the insidious and destructive tenets of the welfare state, 
this teaching of hatred and scorn for the American system of private 
enterprise having been so widespread and successful that as a result our 
voters are conditioned to accept all manner of totalitarian expedients in 
direct violation of economic law; and 

WHEREAS, The Sons of the American Revolution presented to the last 
Congress a Bill of Grievances, setting forth specific instances of such 
teachings by individuals and the subversive textbooks to implement such 
teachings, and calling for a Congressional investigation of such teachings 
to the end that proper remedial steps may be taken; therefore be it 

Resolved, That the American Medical Association endorse the principle 
of requesting the Congress to make a thorough investigation of our entire 
school system, with particular reference to the teachers and authors of 
textbooks advocating the overthrow of the American system of free enter- 
prise by the infiltration of un-American fallacies of collectivism; and be 
it further 

Resolved, That a copy of this resolution be sent to the President, the 
Vice President and members of the United States Senate and the House 
of Representatives. 


Resolution on Pension Plans and Profit Sharing Trusts 

Dr. William D. Stovall, Wisconsin, submitted the following 
resolution, which was referred to the Reference Committee on 
Legislation and Public Relations: 


WHEREAS, The Internal Revenue Code provides for special treatment in 
the case of pension plans and profit sharing trusts adopted by employers 
for the benefit of employees to the extent that the contributions of the 
employer to the pension plan, or profit sharing trust, are deductible by 
the employer as expense for Federal income tax purposes, and to the 
further extent that the benefits accruing to the employee under the pen- 
sion plan, or profit sharing trust, do not constitute taxable income to 
said employee until he receives actual distribution from the pension plan, 
or profit sharing trust, at which time the actual distributions are taxable 
income; and 

WHEREAS, Such aforementioned provisions with respect to pension plans 
and profit sharing trusts permit employees and officers of corporations 
who are in high personal income tax brackets actually to receive a por- 
tion of their compensation in the form of pension plan benefits, or profit 
sharing trust benefits, without the payment of personal income tax thereon 
at the time the benefit is provided by the employer; and 
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Wuereas, Such procedure permits employees in high income tax 
brackets to provide for retirement which would be impossible were they 
to attempt personally to provide for retirement out of income remaining 
after payment of Federal personal income taxes at high rates; and 

Wuereas, The Federal income tax law in the case of profit sharing 
trusts permits the annual benefit provided for employees of corporations 
to F ae a level of 15 per cent of the compensation otherwise received; 
an 

WHEREAS, These pension plan and profit sharing benefits are not avail- 
able to self-employed business and professional men, whether partners or 
sole proprietors, and there is no reason for such arbitrary discrimination; 
now, therefore, be it 

Resolved, That this Association does recommend that the Congress of 
the United States amend the Federal Income Tax Code to provide— 

(a) Alt self-employed business and professional men, including partners 
and sole proprietors, be permitted to set aside for purposes of retire- 
ment up to, but not exceeding, fifteen per cent of their annual income 
each year under a set plan and formula filed with the Bureau of Internal 
Revenue, said amount so set aside to be a deduction for Federal income 
tax purposes. 

(b) On the self-employed individual drawing on the amount so 
Set aside in accordance with the provisions of the plan provided, the 
amount so drawn becomes taxable income to him, or to his heirs, even 
as is now provided with respect to benefits actually paid to employees 
out of pension plans and profit sharing trusts under the Internal Revenue 
Code. 


Resolution on Pension Plans By Corporations 


Dr. W. H. Huron, Michigan, presented the following resolu- 
tion, which was referred to the Reference Committee on Legis- 
lation and Public Relations: 


WHEREAS, Present laws allow pension plans by corporations for both 
executive and labor groups; and 

WHEREAS, The earning power of professional people is crowded into a 
relatively short span of years which places them in a higher income 
bracket during that time with little opportunity under present high income 
taxes to create a pension for themselves; therefore be it 

Resolved, That the American Medical Association seek to remove 
present discrimination against professional people in matters of income 
tax levies by joining with the American Bar Association and other pro- 
fessional groups to initiate legislation in Congress which will amend the 
existing pension trust provisions so as to permit partners and individual 
proprietors to formulate pension plans, the costs of which are deductible 
in computing income tax, but to be subject to taxation when the trust is 
effective. 


Resolutions on Retirement Benefits for Professional Persons 


Dr. W. P. Anderton, New York, presented the following 
resolutions, which were referred to the Reference Committee 
on Legislation and Public Relations: 

WHEREAS, The present high levels of federal taxation on earned income 
make it virtually impossible for professional persons and other recipients 
of earned income to provide from this income for retirement; and 

Wuereas, The problem of providing retirement benefits has to a great 
extent been solved for corporate employees by Section 165 of the U. S. 
Internal Revenue Code; and 

WHEREAS, The need for such retirement benefits is equally great in the 
case of professional persons and other persons having earned income but 
not covered by a pension plan; and 

Wuereas, The American Bar Association has made a special study and 
has prepared legislation to be submitted to Congress aimed at making 
available retirement benefits for those persons having earned income but 
not covered by a pension plan; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation urge the Board of Trustees to support and seek to participate in 
all measures that may facilitate the enactment of such legislation into 
law; and be it further 

Resolved, That this House of Delegates approve in principle United 
States House of Representatives Bill No. 3456, introduced by Mr. 
Frederic R. Coudert, Jr., 17th District, New York. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION AND 
PUBLIC RELATIONS 

Dr. L. G. Christian, Chairman, submitted the following re- 
port, which was duly adopted: 

Your reference committee has given careful consideration 
to the three resolutions referred to it relating to pension plans 
for physicians, introduced by Dr. Huron of Michigan, Dr. 
Anderton of New York and Dr. Stovall of Wisconsin. Since 
all of these resolutions deal with the same subject matter, they 
were considered jointly. 

The objective sought is to establish a procedure whereby 
physicians and members of other professional groups may dur- 
ing their most productive years provide for their old age and 
less productive years by the purchase of retirement benefits 
with tax deferred income, the benefits being taxable when re- 
ceived. Such a procedure is presently available for the benefit 
of employees and officers of corporations but not to taxpayers 
who are self-employed. 
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The Board of Trustees in February, 1948, gave consideration 
to a somewhat similar proposal and approved it in principle. At 
a subsequent meeting of the House of Delegates, also in 1948, 
the action of the Board was expressly commended by the House. 
Since that time the directors of the Bureau of Medical Economic 
Research and of the Bureau of Legal Medicine and Legislation 
have had a number of conferences with representatives of the 
American Bar Association and of the Association of the Bar 
of New York City in an effort to develop appropriate legislation 
for presentation to Congress. Your Reference Committee has 
been informed that the draft of legislation being prepared by a 
special committee of the American Bar Association is approach- 
ing final form which will be introduced in the Congress in the 
near future. 

There have been introduced in the Congress from time to 
time a number of bills dealing with this subject. There are now 
pending the bill referred to in the New York resolution, H. R. 
3456 and another introduced within the last several days. Your 
reference committee does not believe it timely for the House to 
express its support of any particular bill. It does recommend 
that the House re-emphasize its 1948 endorsement of the prin- 
ciple embodied in this proposal, with a reasonable ceiling on 
the amount of the retirement benefit and that the Board of 
Trustees be requested to continue its efforts in support of this 
principle, giving special consideration to any legislation formu- 
lated by the American Bar Association. 


Resolution on Appointments to the Commission on 
Accreditation of Hospitals 


Dr. C. A. Nafe, Indiana, presented the following resolution, 
which was referred to the Reference Committee on Medical 
Education and Hospitals: 


WHEREAS, There has been a tendency on the part of some hospitals in 
some parts of the United States to limit staff membership and deny to 
general practitioners the facilities of those hospitals; and 

WHEREAS, There is no specific provision in the establishment of the 
Joint Commission on Accreditation of Hospitals for representation of 
the general practitioner, while there is for the surgeon and internist; and 

WHEREAS, It is to the best interest of the medical profession and of 
the public generally to maintain proper hospital facilities for general 
practitioners to care for the patients; therefore be it 

Resolved, That this House of Delegates request that an adequate 
number of general practitioners be appointed at all times to the Joint 
Commission on Accreditation of Hospitals. 


(For report of Reference Committee on Medical Education 
and Hospitals, see its report under Report of Board of Trustees.) 


Resolutions on Hospital Standardization 


Dr. Ralph A. Johnson, Michigan, presented the following 
resolutions, which were referred to the Reference Committee 
on Medical Education and Hospitals: 


WHEREAS, The American Medical Association has long conducted the 
inspection of hospitals with reference to their desirability for intern and 
resident training; be it 

Resolved, That this House of Delegates believes that the American 
Medical Association should extend that inspection service to include the 
inspection of all portions of hospital care and looking to the standardi- 
zation of hospitals; and be it further 

Resolved, That the Board of Trustees be and is hereby directed to 
implement this policy and to proceed to the general inspection of hos- 
pitals inviting the cooperation of any other national organizations which 
have an interest in this problem. 


(For report of Reference Committee on Medical Education 
and Hospitals, see its report under Report of Board of Trustees.) 


Resolution on Preceptorship for Medical Students 


Dr. R. Stanley Kneeshaw, California, presented the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 


Wuereas, The training of the medical student today in the science of 
medicine is of the highest caliber, but that training does not include 
instruction in the art of practice or in the basic economics so essential 
in modern society; and 

WHEREAS, This essential fundamental training could well be provided 
by a system of preceptorship in which the student would be placed under 
the guidance of a successful practitioner in his locality, such allocation 
to be made by the county medical society with the aid of registration 
facilities provided by the Student American Medical Association; now 
therefore be it 

Resolved, That the Board of Trustees be requested to establish a sys- 
tem of preceptorship for the instruction of medical students in the art 
and economics of the practice of medicine, such a system to be organized 
within the framework of the Student American Medical Association and 
with the aid and approval of the local county society. 


J.A.M.A., June 30, 1951 


REPORT OF REFERENCE COMMITTEE ON MEDICAL EDUCATION AND 
HospPITALS 


Dr. William Bates, Chairman, presented the following report, 
which was duly adopted: 

Your committee is in complete sympathy with the intent of 
this resolution. It should be pointed out that already fourteen 
medical schools have adopted the preceptorship idea. The com- 
mittee recommends that at the national level the Council on 
Medical Education and Hospitals continue its study of pre- 
ceptorships, and that it invite representatives of the Student 
American Medical Association to sit in at its meetings. De- 
tails of the system of preceptorships must necessarily vary in 
different communities and your committee recommends that 
such details be left to the individual deans’ committees of 
medical schools, the local chapter of the Student Americat 
Medical Association and the local county and/or state med‘cal 
society. 

Resolution on National Education Fund 


Dr. Leo F. Schiff, for the Medical Society of the State of 
New York, submitted the following resolution, which was re- 
ferred to the Reference Committee on Medical Educatiou and 
Hospitals: 


WHEREAS, The American Medical Association is actively engaved in a 
campaign to raise funds for the maintenance of medical educat.on without 
governmental support and control; and 

WHEREAS, All physicians regardless of their school of graduation are 
being asked to contribute annually to this fund; and 

WHerEAS, Such contributions by individual doctors will tend to dis- 
courage contributions by them to schools of their choice ay alumni of 
such schools; and 

WHEREAS, Many schools depend to a great extent on th:ir alumni for 
continued financial support; and 

WHEREAS, Such alumni support varies widely in different schools both 
as to percentage of contributing alumni and sums contributed; there- 
fore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation urge the American Medical Education Foundation t) accept con- 
tributions in such manner as to permit the allocation of all or any part 
of a contribution to a particular medical school at the request of the 
contributor. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL EDUCATION 
AND HOSPITALS 


Dr. William Bates, Chairman, submitted the following report, 
which was duly adopted: 

As the Chairman of the American Medical Education Foun- 
dation has already announced to this House that the purpose 
of this resolution, the allocation of all or any part of any in- 
dividual’s contribution to a particular medical school at the 
request of the contributor, has already been arranged for and 
plans made for implementing it, your Committee approves of 
the action taken by the American Medical Education Founda- 
tion and commends the Medical Society of the State of New 
York for its constructive thinking as demonstrated by its resolu- 
tion. 

Resolutions on Blue Shield 


Dr. R. L. Novy, Michigan, presented the following resolu- 
tions, which were referred to the Reference Committee on In- 
surance and Medical Service: 


WHEREAS, Certain organized medical societies throughout the country 
have caused to be created seventy-four (74) nonprofit voluntary prepay- 
ment plans known collectively as the Blue Shield plans to meet the costs 
of medical care for major or serious illnesses; and 

Wuereas, This Blue Shield movement has met with widespread public 
approval now covering over 20 million people, having grown in size 35 
per cent in the past year; and 

WHEREAS, Over 100,000 practicing physicians are participating physi- 
cians in these plans; and 

Wuereas, Over 725 practicing physicians on the various governing 
boards of the Blue Shield plans are giving their time and counsel to 
direct and further increase the usefulness of these plans in the public 
interest; and 

WHEREAS, In this House of Delegates of the American Medical Asso- 
ciation nearly one-third of the members are serving not only organized 
medicine but also serving in official policy-shaping capacity for the Blue 
Shieid plans; therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation in annual session assembled does hereby express its appreciation 
and extend its congratulations to the several sponsoring medical societies 
for the constructive, positive program known as the Blue Shield plans 
that they have so admirably and wisely initiated and continue to develop 
in the public interest; and be it further 

Resolved, That this House of Delegates expresses itself as cognizant of 
the responsibility these societies have unselfishly assumed in administering 
a great public trust in behalf of the medical profession and for the 
benefit of the American people. 
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REPORT OF REFERENCE COMMITTEE ON INSURANCE AND 
MEDICAL SERVICE 


Dr. William R. Brooksher, Chairman, submitted the follow- 
ing report, which was duly adopted: 

Your committee recommends approval of this resolution 
with amendments to provide that approval, commendation and 
congratulations be extended not only to the medical societies 
sponsoring Blue Shicld Medical Care Plans but to those medical 
societies that sponsor other plans for the provision of the cost 
of medical care for major and serious illnesses. 


Resolution on Insurance Reporting Forms 


Dr. R. L. Novy, Michigan, submitted the following resolution, 
which was finally referred to the Reference Committee on 
Miscellaneous Business: 

WHEREAS, In many cases insurance reporting forms of commercial 
insurance companies are unduly long, require excessive duplication and 
thus make coinpletion of these forms unnecessarily time consuming; and 

WHEREAS, Difficulty lies in obtaining cooperation towards shortening 
these forms by any state medical society due to the national character 
of the insurance companies; and 

WHEREAS, For any state to adopt a uniform reporting form would be 
unsatisfactory to insurance companies; and 

WHEREAS, This problem is not unique to Michigan doctors but is 
common to all members of the medical profession; therefore be it 

Resolved, That the American Medical Association consider this prob- 
lem and in collaboration with insurance companies of America develop 
mutually satisfactory reporting forms of a more efficient and shortened 
variety. 


REPORT OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUSINESS 

Dr. Andrew A. Eggston, Chairman, submitted the follRing 
report, which was duly adopted: ; 

Your reference committee invites your attention to the fact 
that certain simplified forms have already been approved by 
the Council on Medical Service. This information appears not 
to be generally known and the Council on Medical Service is 
requested to supply each constituent medical association with 
copies of these simplified forms. 

Your reference committee, with the above comments, ap- 
proves of this resolution. 


Resolution on Medical Prepayment Plans 


Dr. H. P, Ramsey, District of Columbia, submitted the fol- 
lowing resolution, which was referred to the Reference Com- 
mittee on Insurance and Medical Service: 

WuereEas, The growth of medical prepayment plans sponsored by medi- 
cal societies is a source of great satisfaction; and 

WHEREAS, The growth has revealed the strength and weaknesses of these 
plans; and 

WHEREAS, Critical years are ahead for medical prepayment plans and 
the sympathetic understanding and cooperation of all physicians is es- 
sential; and ‘ 

Wuereas, It is vitally important that the best possible relationship 
_ Should exist between the American Medical Association and the plans 
sponsored by medical societies; therefore be it 

Resolved, That the House of Delegates authorize the creation of a 
special committee to study the relationships between the American Medical 
Association and medical society-sponsored prepayment plans, and that it 
submit its findings to the House at the Interim Session in Los Angeles. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 

Dr. William R. Brooksher, Chairman, presented the following 
report, which was laid on the table: 

Your reference committee believes that such a study should 
be conducted by the already established Council on Medical 
Service of the American Medical Association and recommends 
that it be directed to conduct the proposed study and to report 
its findings at the Clinical Session in Los Angeles. 


Resolution on Distribution of Medical Care 


Dr. William F. Costello, New Jersey, presented the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 


WHEREAS, The Twelve Point Program of the American Medical Associ- 
ation for the Advancement of Medicine and Public Health contains the 
following recommendation, in Point Number 3, relating to voluntary 
insurance: 

“Further development and wider coverage by voluntary hospital and 
medical care plans to meet the costs of iliness, with extension as rapidly 
_as possible into rural areas. Aid through the states to the indigent and 
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medically indigent by the utilization of voluntary hospital and medical 
care plans with local administration and local determination of needs’’; and 


WHEREAS, The American Medical Association has steadfastly maintained 
that the problem of assuring adequate medical care to all the people can 
be solved without resort to any national legislation that would establish 
a governmental monopoly in the provision of medical service or impose 
governmental dictation and control over the practice of medicine; and 


WuHerEAS, The American Medical Association believes that, as a matter 
of sound public policy, all agencies of government should stimulate and 
encourage the voluntary cooperative agencies created by the people to 
solve their social problems, never supplanting or superseding such agencies; 
and 


Wuereas, The American Medical Association recognizes an obligation 
to translate into action its declared purposes concerning the “further 
development,” “‘wider coverage,”’ and “extension”’ of voluntary hospital and 
medical care plans; therefore be it 


Resolved, By the House of Delegates of the American Medical Asso- 
ciation, in annual meeting assembled in Atlantic City this 11th day of 
June, 1951, that the following statement and proposals be approved and 
promulgated as the official action program of the American Medical 
Association, 


PREAMBLE 


The American Medical Association favors, and always has 
favored, a constructive approach to the solution of the national 
health problem. The solution of medical and health problems 
should be undertaken in a realistic, scientific spirit. Moreover, 
since the health of the people transcends all political considera- 
tions, it must be considered on a nonpartisan basis. 

The American Medical Association believes there are areas 
in which government may beneficially cooperate with the citi- 
zens, individually or acting through voluntary assocations, in 
furthering a health program in the interest of all the people, 
and without jeopardy to individual liberty. It is generally recog- 
nized that voluntary cooperative effort should have priority at 
all times. Government should seek to promote and supplement 
the efforts of free citizens (not to supplant or supersede volun- 
tary action), whenever voluntary cooperative effort can meet the 
need. 

Any constructive approach to solution of the health problem 
must take into account the several classifications of those who 
require medical care, namely, (1) those who are able to sustain 
the full cost of providing for hospital and medical care, (2) those 
who are employed for wages and salaries in the medium income 
brackets, (3) the “medically indigent,” whose income does not 
suffice te meet the costs of catastrophic illnesses, (4) the totally 
indigent, who are on public assistance rolls, and (5) the chroni- 
cally ill. 

Any adequate program to meet health needs should include 
medical and hospital care. Insofar as possible, such care should 
be so inclusive that everyone may budget in advance against 
the financial burden of sudden illness. In addition, the program 
should assure every community of basic health protection 
through well-organized professional public health departments. 

No matter what program is devised, it should be experimen- 
tal, flexible and evolutionary in character. It should be suffi- 
ciently concrete as to be readily understood and practically 
adaptable everywhere. 

The American Medical Association, therefore, offers the fol- 
lowing proposals for a cooperative health program, in which 
national, state and local governments may participate, without 
endangering individual initiative, personal freedom or scientific 
progress. The sequence in which this program is set forth does 
not necessarily indicate the relative importance of its parts. 


PROGRAM 

1. Voluntary nonprofit organizations should be used as the 
best means of budgeting hospital and medical service for the 
individual and his family. 

(a) The Blue Cross movement, providing for hospital care on 
a nonprofit, minimum cost basis, is recognized as the out- 
standing development in this direction. Blue Cross has extended 
to nearly every part of the United States. There are now 96 Blue 
Cross organizations with a combined enrolment of more than 
35 million people. 

(b) The Blue Shield movement, launched within the past 
decade, has made possible the prepayment of medical care on a 
budget basis, which in some areas means that the doctor’s bill 
for eligible care is covered in full for 80% of subscribers and 
their dependents, of whom there are now more than 12 million 
persons enrolled throughout the United States. 
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2. For persons able and willing, at their own expense, to meet 
the cost of enrolment in such voluntary nonprofit organizations, 
we propose that the premiums be made eligible for deduction 
for income tax purposes, regardless of the financial status of the 
subscriber or the amount of the premium paid. 

Such deduction is equitable, inasmuch as employers who pay 
or contribute to the enrolment cost for their employees are 
already permitted to deduct these costs for income tax purposes, 
in cases where the latter enters into the computation of Federal 
income tax. 

3. For employed groups, it is encouraging to note the grow- 
ing practice of the employer contributing toward the cost of 
health and welfare programs for his employees and dependents. 
As mentioned, such payments are usually tax-deductible as part 
of the cost of production, and are being increasingly recognized 
as a legitimate part of that cost. 

4. As an immediate encouragement toward employer con- 
tribution toward the enrolment cost of hospital and medical 
protection, government, at every level from municipal to na- 
tional, should promote the program of such protection for its 
own employees by assuming either a part or all of the cost of 
enrolment in voluntary prepayment plans. 

5. As rapidly as possible, consistent with actuarial experience 
and sound administration, the services eligible under such vol- 
untary nonprofit organizations should be extended to cover all 
nonchronic ailments on an inclusive basis. 

6. After sufficient enrolment is attained, we recommend that 
consideration be given the practicability of providing medical 
care protection on an inclusive basis to subscribers in voluntary, 
nonprofit plans, regardless of the financial status of the sub- 
scribers, and with no salary limitation for over-all inclusive 
service. 

7. We propose that immediate study be given the possibility 
of providing voluntary, nonprofit protection for those who are 
“medically indigent” though not on public assistance rolls, 
through the use of state and local funds for the purchase of 
such protection. As a rule of thumb to determine “medical in- 
digency,” the criterion might be the question whether one’s 
taxable income is such as to exempt him from payment of 
Federal income taxes. 

8. For the medical and hospital care of persons on public 
assistance rolls, we recommend the providing of service through 
state-county-municipal funds, perhaps utilizing on a cost basis 
the voluntary nonprofit organizations for the actual provision 
of the required services. 

9. There is no actuarially sound basis yet established for 
treating the chronically ill as an insured group. We suggest, 
therefore, that study be given to providing care for needy per- 
sons suffering from chronic illness, on a cost basis at state level, 
again with the possibility of utilizing the facilities of voluntary 
nonprofit organizations. 

10. The need for better local public health service in most 
areas of the United States has long been recognized, but progress 
in providing it has been discouragingly slow. We recommend 
that every state government adopt such legislation as may be 
needed to permit consolidation of local health jurisdiction into 
districts having sufficient size and resources to support at least 
a minimum staff and facilities for complete modern basic public 
health protection. 

11. There are numerous areas in certain states where the 
private practice of medicine is economically or professionally 
impractical, because the areas will not sustain a sufficient num- 
ber of capable physicians on a fee-for-service basis, or because 
hospital facilities are inadequate or lacking. Progress is being 
made under the Hill-Burton Hospital Survey and Construction 
Act toward meeting the deficit of hospital accommodations. We 
suggest exploring the possibility of the U. S. Public Health Serv- 
ice providing competent physicians to such areas when requested 
by state or local agencies. 

12. Such a cooperative health program as is here envisaged 
may require a considerable increase in the number of physicians, 
health officers, nurses and other medical personnel. Ideally, 
every qualified person desiring to enter the field of medicine and 
public health should be able to do so. We support a program of 
government subsidy, where needed, to assist qualified individuals 
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in obtaining professional training and to expand professional 
training facilities where it is found possible to expand existing 
schools or to establish new ones. We believe that any govern- 
mental subsidy that may be provided for these purposes should 
be granted unconditionally to approved institutions. 

The American Medical Association submits that through such 
voluntary cooperative action, the problem of attaining an ade- 
quate national health program can and will be solved. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 

Dr. William R. Brooksher, Chairman, submitted the follow- 
ing report, which was duly adopted: 

The Medical Society of New Jersey’s resolution offering pro- 
posals for a cooperative health program in which national and 
state governments may participate was ably presented. Your 
committee is advised of the action of the House of Delegates 
this morning in approving that portion of the report of the 
Reference Committee on Reports of Board of Trustees and 
Secretary which recommends that the special committee author- 
ized by the House of Delegates at the 1950 Annual Session in 
San Francisco be empowered to formulate a statement of policy 
that will guide the Association and its constituent societies in 
implementing the Twelve Point Program. Your committee rec- 
ommends that this special committee give full and sympathetic 
consideration to the proposals submitted in this resolution with 
a view toward immediate adoption of some, and that it give 
study to the applicability for subsequent adoption of the remain- 
ing proposals. 


Resolution on Exchange Students 
Dr. W. F. Costello, New Jersey, presented the following reso- 
lution, which was referred to the Reference Committee on Medi- 
cal Education and Hospitals: 
WHEREAS, The United States of America is proclaiming the philosophy 
of the Brotherhood of Man and is prosecuting a policy of education in 
its efforts to secure world peace; and 


WuergEas, The art and science of medicine knows no national boundar- 
ies; therefore be it 

Resolved, That the Medical Society of New Jersey approves the prin- 
ciple of exchange students in the interest of better understanding between 
men and approves of hospitals in this state accepting for intern training 
citizens of foreign countries who are recent graduates of acceptable 
foreign schools, and that the medical staffs of said hospitals be urged to 
teach not only the best in American medicine but also, by example and 
precept, the best in American democracy, with the hope that the exchange 
Student will be so saturated with dernocracy as to be effective in sowing 
the seeds of democratic principles on his return home. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL EDUCATION 
AND HosPITALs 

Dr. William Bates, Chairman, submitted the following report, 
which was duly adopted: 

Your committee feels that the principles involved are worthy 
of wider adoption and hereby recommends that this House of 
Delegates publicize this activity of the Medical Society of New 
Jersey to all component societies so that all states where laws 
and regulations of those bodies having charge of intern train- 
ing permit may utilize this plan of education and grass roots 
indoctrination in the fundamentals of democracy. 


Resolutions on Proposing Greater Federal Economy 
Dr. William R. Brooksher, Arkansas, submitted the follow- 


-ing resolutions, which were referred to the Reference Commit- 


tee on Legislation and Public Relations: 


Wuereas, Economy in government presupposes a wise expenditure of 
funds which have been exacted from the people by taxation; and 

WHEREAS, It is desirable that a halt be put to the indiscriminate grant- 
ing of federal subsidies for purposes which are amply able to pay their 
own way; and 

Wuereas, A beginning in such a reform should be immediately inaugu- 
rated, to commence not with others but with the advocates of such a 
reform; and 


WHEREAS, The postgraduate courses provided from tax funds by the 
Federal Government are highly instructive and beneficial to the medical 
profession but can be financed without difficulty by those who are the 
recipients of such educational services, and it is the desire of the medical 
profession of Arkansas to pay personally such fees for the postgraduate 
instruction as is received in the future; now therefore be it 
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Resolved, By the House of Delegates of the Arkansas Medical Society 
that our Congressional delegation be and is hereby requested to make 
such efforts as may be necessary to eliminate from future budgets the 
expense of conducting courses of postgraduate work for the medical pro- 
fession; and be it further 

Resolved, That our delegates to the American Medical Association be 
instructed to present this resolution to the House of Delegates of the 
American Medical Association in annual session at Atlantic City, June 
11-15, 1951. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION 
AND PUBLIC RELATIONS 


Dr. L. G. Christian, Chairman, reported that the reference 
committee approved the resolutions and recommended their 
adoption and this report was duly adopted. 


Resolutions on Professional Standards in Hospitals to be Vested 
in American Medical Association 


Dr. Karl S. J. Hohlen, Nebraska, submitted the following 
resolutions, which were referred to the Reference Committee 
on Medical Education and Hospitals: ‘ 


Wuereas, The American College of Surgeons has announced its decision 
to discontinue the program of hospital standardization it has so ably 
conducted for many years; and ° 

Wuereas, The American Hospital Association Board of Trustees sub- 
sequently announced that the American Hospital Association would 
“assume full responsibility for the hospital standardization program now 
conducted by the American College of Surgeons,’ and its House of 
Delegates increased association dues to finance the program; and 

Wuereas, Objections raised by the American Medical Association, the 
American Academy of General Practice and others to control of hospital 
medical practice by the American Hospital Association led to a series @f 
conferences between representatives of the American Medical Association, 
the American Hospital Association, and the American College of Sur- 
geons; and 

WHEREAS, A compromise agreement has now been proposed for the 
creation of a joint committee composed of representatives from the 
American Medical Association, the American Hospital Association, the 
American College of Surgeons and the American College of Physicians, 
said committee to have complete authority over the evaluation and 
standardization of hospitals, including both administrative and professional 
aspects; and 

Wuereas, The evaluation and standardization of medical practice in 
hospitals is of such paramount importance to all branches of the medical 
profession that it should be under the sole and complete authority of 
the American Medical Association, which is the only medical organization 
representative of the entire profession in America and in which all seg- 
ments of the profession have official democratic means for expressing their 
views on matters of such importance as the control of hospital medical 
practice; and 

Wuereas, The creation of an extramural committee with authority over 
this important aspect of modern medical practice would deny those 
branches of the profession not officially represented on such committee 
an official voice in the establishment and control of policies and pro- 
cedures; now therefore be it 


Resolved, That, regardless of what other organizations may undertake 
in connection with the standardization of nonprofessional matters in hos- 
pitals, the sole responsibility for the evaluation, standardization and control 
of medical practice in hospitals should be vested in the Council on 
Medical Education and Hospitals of the American Medical Association; 
and be it further 

Resolved, That a copy of this resolution be furnished each Nebraska 
delegate to the American Medical Association with instructions that it be 
presented to the House of Delegates of the American Medical Association 
at its annual meeting in June 1951. 


(The report of the Reference Committee on Medical Educa- 
tion and Hospitals may be found under the Report of the Board 
of Trustees.) 


Resolutions on Combining Staff Meetings with County 
Medical Society Meetings 


Wuereas, The attendance at required hospital staff meetings has become 
a burdensome responsibility in communities wherein there is more than 
one hospital; and 

WHEREAS, Attendance and interest in the county medical society is 
suffering by reason of the above; and 

WuHerREAS, The county medical society is the important unit in the 
solidarity of the physicians of city, county, state and nation; therefore 
be it 


Resolved, That the Lancaster County Medical Society instruct its dele- 
gates to present this resolution to the House of Delegates of the Nebraska 
State Medical Association at its next session; and be it further 

Resolved, That the said House of Delegates instruct the Nebraska 
delegates to the American Medical Association to present a resolution to 
the House of Delegates of the American Medical Association asking that 
the officers and other proper officials take cognizance of the increasing 
number of hospital staff meetings that require attendance of the staff in 
order to preserve staff membership and hospital rating, and that it be 
pointed out to the said officers and officials that the activities and interests 
of the county medical society, both scientific and organizational, must at 
all times be paramount to those of hospital staffs; and be it further 
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Resolved, That the delegates to the American Medical Association 
incorporate in their resolutions a request that the rules and regulations 
pertaining to hospital staff meetings be so modified as to permit the 
combining of staff meetings and clinical pathological conferences with 
county medical society meetings where such combinations are the desire 
of the membership. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HospPITALs 

Dr. William Bates, Chairman, presented the following report, 
which was duly adopted: 

Your committee realizes the time consuming demands made 
by required attendance at multiple medical meetings, as well 
as the requirements of attendance at hospital staff meetings by 
the Council on Medical Education and Hospitals of the Ameri- 
can Medical Association, and the more stringent requirements 
in like respect to maintain good standing regarding staff ap- 
pointments by the American College of Surgeons, as well as the 
high desirability of attendance at meetings of the local county 
medical societies. In order that the American Medical Associa- 
tion reopen a consideration of this problem before discussed by 
this House, your committee recommends that the Council on 
Medical Education and Hospitals study the whole problem of 
multiplicity of medical meetings and report its findings in this 
respect, perhaps after consultation with the American College 
of Surgeons, back to this House in December, paying particular 
attention to the desirability of setting up the mechanics of the 
implementation of the objectives of this resolution, particularly 
in the smaller metropolitan and rural areas. 


Resolutions on General Practice Residencies 


Dr. Allen T. Stewart, Texas, presented the following resolu- 
tions, which were referred to the Reference Committee on Medi- 
cal Education and Hospitals: 

WHEREAS, It is to the best interest of the people of this nation and the 


medical profession as a whole to have well trained family doctors in 
sufficient number to care properly for the sick; and 

Wuereas, The General Practice Residency as now set up by the 
Council on Medical Education and Hospitals of the American Medical 
Association and contained in the Essentials of Approved Residencies and 
Fellowships is woefully inadequate in surgical training; and 

Wuereas, The final result of such inadequacy can only produce in the 
course of time men wholly unprepared to meet the needs of the people 
whom they serve, with general dissatisfaction of the men engaging in the 
general practice of medicine, and finally discrediting of the entire medical 
profession; therefore be it 


Resolved, By the House of Delegates of the Texas Medical Association 
that a beiter balanced training be given men serving General Practice 
Residencies with at least eight months out of the 24 devoted to surgery, 
four of which shall embrace operating room experience as assistant in 
major surgery, the remaining four months as now recommended for 
General Practice Residencies; and be it further 


Resolved, That the delegates from Texas to the American Medical Asso- 
ciation be and are hereby instructed to use every means at their command 
to have remedied the plan for General Practice Residencies as set forth 
above, and that they be further instructed to report at their first oppor- 
tunity progress made in presenting this resolution. 


REPORT OF REFFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOspPITALS 

Dr. William Bates, Chairman, submitted the following report, 
which was duly adopted: 

Your Reference Committee on Medical Education and Hos- 
pitals reviewed the resolutions presented by the Texas delega- 
tion, which were thoroughly considered and witnesses heard. 

Your committee feels that no rigid, nationwide context should 
be made regarding the internship training. The present military 
emergency restricts all internships to one year. 

Your committee recommends, and the Texas delegation 
agrees, that this problem and the resolutions be given to the 
Council on Medical Education and Hospitals for further study. 


Resolution on Request for Section on Public Relations 
Dr. Floyd S. Winslow, New York, presented the following 
resolution which was first referred to the Council on Scientific 
Assembly for review and then, after the report from the Council, 
to the Reference Committee on Sections and Section Work: 
WHEREAS, Public relations have assumed a position of great importance 
in the existence of both community and physician; and 


WHEREAS, There is much literature coming frequently to all members of 
the American Medical Association; and 
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WuHereas, The assimilation of such literature regarding public relations 
is frequently difficult because of its volume and scope; therefore be it 

Resolved, That the American Medical Association establish a Section on 
Public Relations as part of its Scientific Assembly in accordance with 
Article 9, Section 3, of the Constitution. 


REPORT OF COUNCIL ON SCIENTIFIC ASSEMBLY 


Dr. Charles H. Phifer, Acting Chairman, presented the fol- 
lowing report, which was duly adopted and referred to the Ref- 
erence Committee on Sections and Section Work, together 
with the original resolution: 

The Council on Scientific Assembly has carefully considered 
the resolution which was introduced by Dr. Floyd S. Winslow 
and referred to this Council. 

It is the considered opinion of the members of the Council 
on Scientific Assembly that while good public relations should 
be closely associated with the practice of medicine, the subject 
of public relations does not fall within the meaning of Article 
9, Sections 1, 2 and 3 of the Constitution in its definition and 
interpretation of the science and art of medicine. In view of 
these facts the creation of a Section on Public Relations as part 
of the Scientific Assembly would violate Article 9, Sections 1, 
2 and 3 of the Constitution of the American Medical Association. 

Your Council on Scientific Assembly therefore recommends 
that this resolution be not adopted. 

In connection with the consideration of this resolution on 
public relations your Council on Scientific Assembly would like 
to call the attention of the members of this House of Delegates 
to the very excellent program on public relations arranged by 
the Trustees and officers of the American Medical Association 
which has been presented immediately prior to the opening of 
the clinical sessions of the Association. This should be attended 
by the members of the House of Delegates. 


REPORT OF REFERENCE COMMITTEE ON SECTIONS AND 
SECTION WoRK 


Dr. Willard A. Wright, Chairman, submitted the following 
report, which was duly adopted: 

Your committee had referred to it the request for the forma- 
tion of a new Section on Public Relations; also the Report of 
the Council on Scientific Assembly recommending that this 
Section on Public Relations be not formed. Your committee 
concurs in the recommendation of the Council on Scientific 
Assembly that a new Section on Public Relations be not formed. 

Your reference committee desires to recommend to the 
Board of Trustees that continued efforts be made to increase 
the interest, education and participation by physicians in public 
relations. 

Your Reference Committee wishes to commend the Council 
on Scientific Assembly for the excellent programs presented at 
the various sessions. 


Resolutions on Sales Promotion Methods of 
Pharmaceutical Houses 


Dr. F. H. Muller, for the Illinois State Medical Society, intro- 
duced the following resolutions, which were referred to the Ref- 
erence Committee on Miscellaneous Business: 


Wuereas, The Press Relations Committee of the Chicago Medical So- 
ciety has received many complaints relative to the sales promotion methods 
used by some of the pharmaceutical houses through the press, radio and 
television; and 

WHEREAS, Their appeal is directed in many instances to the public, 
by-passing the medical profession and disregarding established standards; 
therefore be it 

Resolved, That the Chicago Medical Society record its objection to these 
practices and direct that copies of this resolution be sent to all metro- 
politan press, radio and television services and that the Editor of THE 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION comment on the same; 
and be it further 

Resolved, That the delegates of the Chicago Medical Society to the 
Illinois State Medical Society present this matter to the Illinois State 
Medical Society, requesting it to take cognizance of this situation and 
bring the same to the attention of the American Medical Association for 
appropriate action looking to the correction of this situation. 


(For report of Reference Committee on Miscellaneous Busi- 
ness, see its report on Resolution on Lay Advertising.) 
Resolution on Distribution of Interns 
Dr. F. H. Muller, for the Illinois State Medical Society, sub- 
mitted the following resolution, which was referred to the Ref- 
erence Committee on Medical Education and Hospitals: 


WHEREAS, The present method of securing interns in hospitals is obvi- 
ously unfair to the small nonteaching hospital; and 
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WHEREAS, The patients in these small hospitals are entitled to the same 
high type of medical service rendered in the larger hospitals; therefore 
be it 


Resolved, That the Council on Medical Education and Hospitals be 
requested to study this problem further in the interest of a more equitable 
distribution of interns, the apportionment being based on the number of 
beds in hospitals approved for intern training. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOspPITALS 


Dr. William Bates, Chairman, submitted the following report, 
which was duly adopted: 


As any constructive answers to the Illinois State Medical 
Society’s Resolution on Distribution of Interns and the Resolu- 
tion on Distribution of Interns from the Ohio State Medical 
Association are dependent on the investigation being instituted 
by the Board of Trustees, this committee commends those 
societies for their constructive thinking. It recommends serious 
consideration by the Advisory Committee of our recommenda- 
tion for speed. The present cooperation between the Council on 
Medical Education and Hospitals and the official governing 
-bodies of interns in the various states as well as the present 
vicious financial bidding for intern services are dependent on an 
early solution of this new investigating committee. 


Resolution on Blue Cross Benefits 


Dr. J. D. Hancock, Kentucky, presented the following reso- 
lution, which was referred to the Reference Committee on In- 
surance and Medical Service: 

WHEREAS, Blue Cross hospitalization insurance plans are usually limited 
by their corporate laws to pay benefits to hospitals only; and 

WHEREAS, It appears desirable from both an economic and _ public 


service aspect that such plans should pay benefits in emergency cases for 
use of office facilities and supplies to a physician; and 


WHEREAS, Emergency medical service needs to be rendered in a hos- 
pital, but a subscriber to Blue Cross must receive such treatment in a 
hospital in order to receive the benefits; and 


WHEREAS, In many areas additional costs are incurred transporting the 
patient to the hospital when the emergency care could more properly and 
efficiently be rendered in a physician's office; and 


Wuereas, Revisions in the Bine Cross policy to provide payment to 
Physicians for use of their facilities in treatment of emergency cases would 
result in a savings to the Blue Cross plan and a resultant conservation of 
the funds available for benefits of their insured; now therefore be it 


Resolved, That this House of Delegates instruct its Council on Medical 
Service to study the matter of payment for emergency care under Blue 
Cross plans and report its recommendations at the next session of this 
House of Delegates. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 

Dr. William R. Brooksher, Chairman, presented the follow- 
ing report, which was duly adopted: 

Resolution on Blue Cross Benefits: Your committee recom- 
mends disapproval of this resolution for the reason that the reso- 
lution proposes the study of payment for emergency medical 
service under Blue Cross plans and your committee feels that 
payments for such service should be made by medical care plans. 


Resolution on Hospital Standardization Program 
Dr. George Earl, Minnesota, submitted the following reso- 
lution, which was referred to the Reference Committee on Medi- 
cal Education and Hospitals: 
WHEREAS, The hospital standardization program carried on by the 
American College of Surgeons is and should be continued by physicians, 


rather than by lay organizations, such as the American Hospital Associ- 
ation; and 


WHEREAS, The American College of Surgeons has indicated its inability 
to carry on this program unassisted; and 


WHEREAS, The American Medical Association comprises and represents 
the American medical profession; therefore be it 


Resolved, That the American Medical Association singly, or in com- 
bination with the American College of Surgeons, continue and maintain 
the hospital standardization program in its traditional form. 


(For report of the Reference Committee on Medical Educa- 
tion and Hospitals, see its report under Report of Board of 
Trustees.) 

(To Be Continued) 
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MEDICAL NEWS 


ARIZONA 


County X-Ray Survey.—The Maricopa County chest x-ray 
survey finished its nine-week drive April 21. During the drive 
more than 176,000 x-rays were taken, representing 75.9% of 
the county’s eligible population, persons 15 years of age and 
older. The county placed sixth percentage-wise among 13 areas 
in the United States having similar anti-tuberculosis surveys. 
The state health department’s chest x-ray mobile unit, which 
participated in the Maricopa County drive, is proceeding with 
the program scheduled for communities in Navajo, Apache, 
Mohave, and Coconino counties. 


COLORADO 


Annual Rocky Mountain Cancer Conference.—This fifth an- 
nual conference will be held in Denver July 11-12, sponsored 
by the Colorado State Medical Society and the Colorado Di- 
vision of the American Cancer Society. The guest speakers are 
Drs. W. Edward Chamberlain, radiology, Philadelphia; Oscar 
T. Clagett, surgery, Rochester, Minn.; G. Edmund Haggart, 
orthopedics. Boston; John H. Lamb, dermatology, Oklahoma 
City; Walter L. Palmer, internal medicine, Chicago; John Rock, 
gynecology, Boston; Frank B. Queen, pathology, Port&gnd, Ore., 
and Robert A. Scarborough, proctology, San Francisco. 


New Clinic for Denver.—A $264,912 grant from the Common- 
wealth Fund of New York to the University of Colorado and 
the City and County of Denver will be used to improve the 
education of doctors for general practice and to provide better 
care for the indigent of Denver through the establishment of a 
general medical clinic at the Denver General Hospital. Organi- 
zation and recruiting of the staff is now underway. The clinic 
will be organized so that one doctor will be in charge of each 
case and will be responsible for all referrals, including any 
appointments with specialists, or for special laboratory work. A 
unique aspect of the clinic will be the opportunity afforded to 
the staff to draw on public health and preventive medicine 
services. In terms of economy, the general medical clinic will 
reduce the reduplication of administrative work and cut down 
the cost of inpatient care, because the diagnostic and laboratory 
examinations can be done on an outpatient basis. In addition 
to medical staff, nursing personnel, and laboratory technicians, 
the clinic will also have a social worker and psychiatrist. 


ILLINOIS 


Society Elections.—At the annual meeting of the Illinois chap- 
ter of the American College of Chest Physicians May 23 the 
following officers were elected: Dr. Charles K. Petter, Wauke- 
gan, president; Drs. William J. Bryan, Rockford, vice president, 
and Abel Froman, Chicago, secretary-treasurer. The follow- 
ing members of the Illinois Psychiatric Society were elected to 
office May 19: Dr. William H. Haines, Chicago, president; Dr. 
Jules H. Masserman, Chicago, vice president, and Dr. Josephine 
M. Chapin, Chicago, secretary-treasurer. 


Northwestern Presents Honorary Degrees.—At the centennial 
year commencement exercises of Northwestern University in 
Evanston June 11 an honorary doctor of science degree was 
presented to Dr. Helen B. Taussig, professor of pediatrics, Johns 
Hopkins University Medical School, Baltimore, in recognition 
of her studies and writings as having “contributed to the under- 
standing of congenital heart disease in children.” Percy L. 
Julian, Ph.D., director of research for Glidden Company, 
Chicago, received an honorary doctor of science degree in 
recognition of his investigations of the products of living organ- 
isms and his work in synthesizing hormones of the gonads and 
adrenal cortex from soy bean steroids. Dr. Joseph C. Hinsey, 
dean of Cornell University Medical College, New York, re- 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


ceived an honorary doctor of science degree in recognition of 
his “noteworthy contributions to medicine as a teacher, investi- 
gator in the field of neuro-anatomy, administrator, and editor 
and writer for medical journals.” Mrs. Spencer Tracy, president 
of the board of directors of the John Tracy Clinic, Los Angeles, 
was also given an honorary doctor of science degree as a 
“spokeswoman for the needs of the young deaf child.” 


Chicago 


Student -Prizes.—Robert J. Maganini, third-year medical student, 
has been awarded the 1951 Leo F. Miller Prize of $50 at the 
University of Illinois College of Medicine for his presentation 
of an essay in the field of orthopedic surgery. The prize-winning 
essay was entitled “Solitary Unicameral Bone Cyst.” A second 
place award of $15 was presented to William S. Johnson for his 
paper on “Traumatic Injuries of the Menisci.” George A. Hart 
eg the third place prize of $10 for his essay on “Spondylo- 
isthesis.” 


Research Institutes.—Informal dedication of the University of 
Chicago’s 11 million dollar laboratories was held May 16. The 
laboratories include the Institute for Nuclear Studies, the In- 
stitute of Radiobiology and Biophysics, and the Institute for the 
Study of Metals. Equipment includes a synchrocyclotron that 
will produce a beam of particles known as mesons. About 15% 
of the eventual working time of the beam will be spent in 
biological experimentation. In addition, there are a 100 million 
volt betatron and two other atom smashers, a Van de Graaff 
generator, which produces a proton beam of two million elec- 
tron volts, and a 600,000-volt kevatron. 


Personals.—Dr. Harry F. Dowling, professor and head of the 
department of preventive medicine, University of Illinois Col- 
lege of Medicine, Chicago, has been appointed professor and 
head of the department of internal medicine at the university, 
effective Sept. 1. He will succeed Dr. Robert W. Keeton, who 
will retire from active service at the end of the current aca- 
demic year. Dr. Lowell T. Coggeshall, chairman of the de- 
partment of medicine of the University of Chicago, has been 
appointed chairman of the committee on medical sciences of 
the Department of Defense Research and Development Board. 
He replaces Dr. Francis G. Blake of Yale University, who had 
been chairman since April, 1948. Dr. Blake’s replacement is in 
line with the Research and Development Board policy of rotat- 
ing committee chairmanships. Dr. Robert M. Bloch, pro- 
fessor of medicine at the University of Chicago clinics, has been 
appointed chief of the division of pulmonary diseases at Monte- 
fiore Hospital for Chronic Diseases in New York, effective 
Aug. 1. 


KENTUCKY 


Joint Meeting.—The Christian County Medical Society and the 
Third Councilor District of the Kentucky State Medical Associa- 
tion held a joint dinner meeting at the Western State Hospital, 
Hopkinsville, June 12. The speakers were Dr. Robert M. Cole- 
man, Hopkinsville, “Clinical Problems and Radiation Sickness,” 
and Dr. Roy H. Moore Jr., Louisville, “Mass Treatment of 
Traumatic Injuries.” The meeting closed with a film entitled 
“Medical Aspects of the Atomic Bomb, Clinical Problems.” 


Rural Scholarship Fund.—A dinner meeting of the Rural Ken- 
tucky Medical Scholarship Fund was held in Louisville May 30 
in honor of the June graduates of the University of Louisville 
School of Medicine who had received aid from the fund. All 
students and former graduates interning or practicing who had 
been granted assistance, together with new applicants, were 
invited. At the business session following the dinner loans were 
approved for 16 students in the University of Louisville School 
of Medicine and one student at St. Louis University School of 
Medicine, all of whom had received prior loans from the fund. 
Ten of 12 applicants for first loans were interviewed and ap- 
proval granted. Of the 49 students aided by the fund, eight 
graduates are in practice, and five will begin practice in July. 
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MAINE 


Personal.—Clarence Cook Little, Sc.D., Bar Harbor, received 
from Boston University the honorary degree of doctor of 
science at commencement exercises June 4. Dr. Little is director 
of the Roscoe B. Jackson Memorial Laboratory. 


Annual State Medical Meeting.—The Maine Medical Associa- 
tion held its annual session at Poland Spring June 17-19 under 
the presidency of Dr. Foster C. Small, Belfast. Out-of-state 
speakers included: 
Edward L. Howes, New York, Corticotrophin (ACTH) and Cortisone 
in Surgery. 

Edward S. Judd Jr., Rochester, Minn., Surgery of the Thyroid Gland. 
H. Bristol Nelson, Boston, Obstetrics for the General Practitioner. 
At a dinner Dr. John W. Cline, San Francisco, President of 
the American Medical Association, was the speaker. Gov. Fred- 
erick G. Payne delivered the address at the banquet. The 

woman’s auxiliary met in conjunction with the association. 


MINNESOTA 


Drs. Hench and Kendall Receive First Criss Award.—Because 
of their work in the development and use of cortisone, Dr. 
Philip S. Hench and Edward C. Kendall, Ph.D., of the Mayo 
Clinic, Rochester, were named joint winners of the first $10,000 
Dr. C. C. Criss Award of Mutual of Omaha. Presentation of 
the award was made at the meeting of the American Rheumatism 
Association at Atlantic City on June 9. Dr. Elmer L. Henderson, 
then President of the American Medical Association, introduced 
Dr. Neil L. Criss, medical director and treasurer of Mutual of 
Omaha, who presented each of the winners $5,000 and a gold 
medal. The Criss award was created in 1949 in honor of the 


founder and chairman of the board of the health and accident ~ 


insurance company. It is awarded to the person or persons re- 
siding in the United States, Canada, Alaska, or Hawaii, who, in 
the opinion of the board of judges, make the greatest contribu- 
tion to public health and/or safety each year. 


NEBRASKA 


Fluoridation of Water.—Beatrice is the first city in Nebraska 
to officially approve fluoridation of its municipal water supply 
for the partial control of dental caries. Superior has also officially 
approved the fluoridation of its public water supply and is taking 
steps to get the program in operation as soon as possible. 


NEW YORK 


University Appointment.—Dr. Frederick H. Hesser, who has 
been assistant professor of neurology at the State University of 
Iowa College of Medicine in lowa City since 1948, has been 
appointed associate professor of neurology at Albany Medical 
College. He has also been appointed attending neurologist at 
Albany Hospital and will be in charge of the brain wave record- 
ing laboratory there. 


Dr. Collier Awarded Kaiser Medal.—At the annual meeting of 
the Rochester Academy of Medicine Dr. G. Kirby Collier, 
Rochester, was presented the Albert David Kaiser Medal, the 
highest award of the academy, “in recognition of his services to 
humanity.” Dr. Collier has been a physician in Rochester since 
1919. He is chairman of the section on convulsive disorders of 
the American Psychiatric Association and of the committee on 
nervous and mental diseases of the Medical Society of the State 
of New York. 


New York City 


City Suspends Immunization for Summer.—The New York City 
Department of Health has suspended immunizing infants and 
children over 6 mo. of age against diphtheria and whooping 
cough at the department’s 76 child health stations from June 15 
to Oct. 1 this year. This action is being taken because of a 
possible relation between recent immunization and paralysis in 
poliomyelitis. 


Dr. Gorham Heads Public Health Institute—The Public Health 
Research Institute of the City of New York, Inc., has appointed 
Dr. L. Whittington Gorham of Albany as director to succeed the 
late Dr. Walter W. Palmer. Dr. Gorham has been a member of 
the Public Health Council of New York State for 11 years and 
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chairman since 1947. He served as professor of medicine at 
Albany Medical College from 1937 to 1948 and physician-in- 
chief of the Albany Hospital. Since 1948 he has been professor 
of medicine and coordinator of the division of oncology in the 
medical school and senior physician in the hospital. The Public 
Health Research Institute was organized in 1941 as a nonprofit 
membership corporation organized for the purpose of under- 
taking research and investigation into problems of public health. 


Personals.—Dr. Frank R. Ferlaino, medical director in New 
York for General Motors Corporation and assistant clinical 
professor of industrial medicine at New York Postgraduate 
Medical School, has been made a trustee of the Society of 
Medical Jurisprudence, succeeding Dr. L. Howard Moss, Rich- 
mond Hill, resigned. Dr. Samuel Rosen, associate otologist 
at the Mt. Sinai Hospital, has accepted an invitation from the 
Ministry of Health in Israel to visit that country for a tour of 
lectures and guest operations. Dr. Rosen will work at Tel Aviv, 
Haifa, and Jerusalem. At the recent 75th anniversary meet- 
ing of the American Dermatological Association Dr. Howard 
Fox was made an honorary member of the association. His 
father, Dr. George H. Fox, was one of the founders of the 
association. 


OHIO 


University Alcoholism Clinic.—The Alcoholism Clinic, seventh 
subdivision of the outpatient activities of the University of 
Cincinnati department of psychiatry, will accept its first patients 
on Aug. 1. The new clinic is to be supported financially by a 
group of industrialists organized as a Committee of the Public 
Health Federation. 


Cincinnati Society of Internal Medicine.—This society was 
organized on May 18. The executive committee elected includes 
Dr. Joseph N. Ganim, president; Dr. W. Orville Ramey, vice 
president; Dr. George X. Schwemlein, secretary-treasurer; Dr. 
Marion A. Blankenhorn, Dr. Harold K. Moss, and Dr. Robert 
M. Woolford. The society will hold monthly meetings. 


SOUTH CAROLINA 


New University Medical Center.—The first contracts have been 
let for the construction of the new Medical College of the State 
of South Carolina 400-bed teaching hospital. In addition, new 
laboratory, clinic, and library expansion of the existing plant 
have been made possible by an appropriation from the state 
legislature and a grant from the National Cancer Institute. 
Land has been acquired for the erection of a new dormitory 
building for students and some of the staff. Arrangements are 
virtually complete for the erection of a new tuberculosis hospital 
in connection with this medical center. Funds available to carry 
out the construction program amount to over 12 million dollars, 
not including dormitory construction. The South Carolina 
Medical Association on May 15 appropriated $10,000 for the 
use of the Medical College of the State of South Carolina in 
connection with the proposed increase in its enrollment. 


TEXAS 


Study of Burns.—The T. J. Brown and C. A. Lupton Foundation 
has given a grant of $18,000 to the University of Texas Medical 
Branch, Galveston, to support a fellowship in the division of 
plastic surgery under the direction of Dr. Truman G. Blocker 
Jr. The grant, which will be used to assist in studies on methods 
of treating severe burns, includes provision for technical assist- 
ants as well as for special equipment. 


WASHINGTON 


Addition to Children’s Orthopedic Hospital.—Ground was 
broken May 14 for the Children’s Hospital in Seattle, which is 
to cost 44% to 5 million dollars and be an addition to the 
Children’s Orthopedic Hospital. The 200-bed institution is being 
built on the 25-acre Laurelhurst tract comparatively close to 
the University of Washington School of Medicine. Though the 
name of the hospital appears to limit it to orthopedic cases, it 
has grown into a general children’s hospital with 36 specialized 
clinics. The hospital, for which an additional million dollars 
must be raised, is scheduled for completion early in 1953. 
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Childrens Aid Ends in Greece.—The New York Times reported 
June 7 that after 3% years of mission work in Greece the 
United Nations International Children’s Emergency Fund has 
announced that its work in that country would come to an end 
on June 30. The total value of food and supplies shipped by 
the fund during that time amounted to eight million dollars, 
and clothing and health projects cost $756,000. 


Books Reach Japanese Hospital.—The first medical books to 
reach the Cooperative Hospital of Nakano-ku, Tokyo, in more 
than a decade have been received by the institution’s founder, 
Dr. Toyohiko Kagawa. The books were sent by the Cooperative 
League Congress, Chicago, through the CARE-UNESCO Book 
Fund Program. The shipment included five up-to-date works on 
bacteriology, anatomy, anesthesia, and medical principles and 
practice valued at $51.50. Medicine is one of 21 book cate- 
gories that are acceptable by the Book Fund, CARE, 20 Broad 
St., New York 5, or any CARE office in the United States. 


American Orthopaedic Association.—This association held its 
annual session June 20-23 at the Greenbrier, White Sulphur 
Springs, W. Va., under the presidency of Dr. James S. Speed, 
Memphis. Dr. Fremont Chandler, Chicago, was installed as 
the new president at this meeting. Those presenting papers by 
invitation were: 

Robert Robinson, Rochester, N. Y., Inorganic Component of Bone as 

Demonstrated by the Electron Microscope. 


Robert D. Ray, Seattle, A Comparative Study of Bone Grafting 
Materials. 


Charles H. Herndon, Cleveland, Experimental Studies in Transplanta- 
tion of Whole Joints. 

Ian Macnab, Toronto, Canada, Recurrent Dislocation of the Patella. 

George T. Pack, New York, Sarcomas of the Soft Somatic Tissues. 

Harold R. Bohlman, Baltimore, Replacement Reconstruction of the Hip. 

Arthur W. Ham, Toronto, Canada, Histophysiological Problems Peculiar 
to Calcified Tissues. 

William T. Mustard, Toronto, Iliopsoas Transfer for Hip Abductor 
Weakness. 


Cerebral Palsy Scholarships.—Alpha Chi Omega, national 
women’s fraternity, and the National Society for Crippled 
Children and Adults, have jointly announced the names of six 
recipients of specialized scholarships in cerebral palsy. Those 
receiving scholarships include Mrs. Ruth E. Cook, teacher in 
charge of the Nursery School for Cerebral Palsied Children, 
Phoenix, Ariz.; Frederick Darley, Ph.D., assistant professor 
of speech, State University of lowa, Iowa City; Murray M. 
Halfond, speech pathologist, Duke University School of Medi- 
cine, Durham, N. C.; Marilyn J. Hill, nursery school teacher at 
the Meeting Street School in Providence, R. I.; Betty Jane 
McWilliams, speech therapist at the Cerebral Palsy School 
maintained by the Wheeling Society for Crippled Children, 
Wheeling, W. Va., and Mrs. Alice S. Noel, education director 
of the Cerebral Palsy Pre-School of Vine Hill, Nashville, Tenn. 
The cerebral palsy scholarship program is made possible by a 
financial grant established in 1948 by Alpha Chi Omega, which 
has taken the welfare of the cerebral palsied as its major 
altruistic project. In the past three years 54 scholarships have 
been awarded. 


Society Elections.—At the annual meeting of the Society for 
Investigative Dermatology in Atlantic City, N. J., June 7-8, 
Dr. Samuel M. Peck, New York, was elected president, and 
Dr. John R. Haserick, Cleveland, vice president. Dr. Marion B. 
Sulzberger, New York, was elected a member of the board of 
directors of the society for a period of five years, 1951-1956.—— 
At the annual meeting of the American Psychoanalytic Asso- 
ciation in Cincinnati May 3-6 the following took office for 1951- 
53: Dr. Robert P. Knight, Stockbridge, Mass., president; Dr. 
Ives Hendrick, Boston, president-elect; Dr. LeRoy M. A. 
Maeder, Philadelphia, secretary, and Dr. William G. Barrett, 
San Francisco, treasurer. The Brill Memorial Medal was pre- 
sented to the retiring president, Dr. M. Ralph Kaufman, New 
York.——At the annual meeting of the American Heart Asso- 
ciation in Atlantic City June 6-10 Dr. Louis N. Katz, director 
of cardiovascular research, Michael Reese Hospital, Chicago, 
became president succeeding Dr. Howard B. Sprague of Brook- 
line, Mass., who, by custom, will become chairman of the sci- 
entific council. Dr. Irving S. Wright, professor of clinical 
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medicine, Corneil University, New York, was chosen president- 
elect. The number of vice presidents was increased from one 
to five, and the following were elected to fill these posts: Mrs. 
Alben Barkley, Washington, D. C.; Bruce Barton, New York; 
Dr. T. Duckett Jones, New York; Dr. Robert L. King, Seattle, 
and Frederick K. Trask Jr., New York. Grant Keehn, New 
York, was renamed treasurer of the association. 


International Anesthesia Research Society—The Congress of 
Anaesthetists, a joint session of the International Research Soci- 
ety and the International College of Anaesthetists, will be held 
at the British Medical Association House, Tavistock Square, 
London, Sept. 3-8. Among those appearing on the program are 
the following: 
P — de Bouchet, Paris, Electro-Cardiographic Changes During Cardiac 
urgery. 
I. C. ow. English, London, Role of Selective Bronchial Intubation in 
Thoracic Surgery. 
P. Mazzoni, Rome, Anesthesia for Cardio-Vascular Surgery. 


Salomon N. Albert, Lebanon, Anesthesia for Pulmonary Partial 
Resections. 

H. C. Voorhoeve, Delft, Holland, Post-Operative Analgesia. 

S. R. Johnson, Stockholm, Sweden, Circulatory Studies During Anes- 
thesia by Means of Heart Catheterization. 

D. S. Wilson, Londonderry, N. Ireland, Anesthesia for the Aged. 

Harold R. Griffith, Montreal, Canada, Safety Factors in Spinal Anes- 
thesia. 


E. Lopes Soares, Lisbon, Portugal, General Anesthesia with Pentothal- 
Novocain. 


Owen Elder, Buenos Aires, Argentina, Modern Anesthesia in Argentina. 


The Hewitt Lecture will be given the afternoon of Sept. 4 by 
Dr. Robert M. Tovell, director of anesthesiology, Hartford Hos- 
pital, Hartford, Conn., on “New Horizons in Anesthesiology.” 

An International Congress of Anesthesiology will take place 
in Paris Sept. 20-22 in the Nursing School of the Hospice de la 
Salpetreiere, (THE JOURNAL, June 2; p. 486). 


Report of World Health Assembly.—With the participation of 
70 countries and 20 international organizations, the World 
Health Assembly opened in Geneva on May 7 and met for 16 
days under the chairmanship of Dr. Leonard Scheele, Surgeon- 
General, U. S. Public Health Service. Most important achieve- 
ment of the assembly legislative body of the World Health 
Organization was the adoption of international sanitary regula- 
tions, which, without need for ratification by member states, 
will automatically come into force on Oct. 1, 1952 and replace 
all existing sanitary conventions for health protection in inter- 
national trade and travel. The assembly’s decisions on program 
questions mean that for the first time there will be, next year, 
a world-wide coordinated pattern of international health work 
financed by WHO, the United Nations International Children’s 
Emergency Fund, and the United Nations technical assistance 
program. WHO’s 1952 program will represent the first phase 
in carrying out a four-year plan that stipulates short and long- 
term objectives for building strong national health services 
throughout the world. The assembly set an effective working 
budget of almost $7,700,000, a 25% increase over this year’s 
figure. Another feature of the assembly was a series of informal 
technical discussions on the education and training of medical 
and public health personnel. The discussion underlined the 
pressing need for reform of the curriculum of medical schools 
and related institutions and for reorientation of teaching toward 
preventive medicine and social medicine. Three countries, Japan, 
Spain, and Germany, were admitted to WHO, increasing mem- 
bership to 78 countries, although 10 are now inactive. Six 
countries, Cuba, Belgium, Lebanon, Liberia, Ceylon, and 
Greece, were elected to the executive board replacing Yugo- 
slavia, Union of South Africa, the Netherlands, Brazil, Poland, 
and India. The World Health Assembly honored the Belgian 
scientist, Dr. Rene Sand, who was awarded the Leon Bernard 
Foundation Prize for his achievements in social medicine. 


LATIN AMERICA 


Pan-American Congress Against Tuberculosis.—This congress 
will be held July 14-22 in Guayaquil, Ecuador. There will be 
official delegates of several Pan-American countries. Official 
speakers listed on the preliminary program include: Drs. Ramén 
Vargas Machuca and Victor M. Tejada, both of Peru, on “Anti- 
biotics in Treatment of Tuberculosis,” and Drs. Jorge Campos 
R., Victor Narvaez, Juan J. Arredondo and Ricardo Subiria of 
Pert on “Circulation in Pulmonary Tuberculosis,” Drs. Ramon 
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E. Marin Pittaluga and Abelardo Rodriguez of Uruguay on the 
general topic tuberculosis and Miguel A. Fierro Vignoli, Mario 
Volonterio, and Luis E. Magnone on “National Findings in Mas- 
sive Examination of Chest in Uruguay.” Drs. Jorge A. Higgins, 
Francisco Marchan, Armando Pareja Coronel, José Durand N. 
and Euro Torres L., Marcos Martinez M., all of Ecuador, will 
be speakers and co-speakers on the clinical surgical and labo- 
ratory aspects of tuberculosis and paraaminosalicylic acid and 
tuberculin in treatment of tuberculosis. 


EXAMINATIONS. 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoarD OF MEDIcAt EXAMINERS: Parts 7 and Il. Various Centers. 
Sept. 5-7 (Part 1 only). Applications must be filed at least thirty days 
prior to an examination. Ex. Sec., Mr. E. S. Elwood, 225 S. 15th Street, 
Philadelphia. 


INTERNATIONAL COLLEGE OF SURGEONS 


Examinations for Certified Fellowship in the United States Chapter in 
General and Orthopedic Surgery, Chicago, Aug. 3-4. Sec., Dr. Arnold 
S. Jackson, 1516 Lake Shore Drive, Chicago 10. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 20. Given simul- 
taneously in several cities in the United States. Final date for filing 
application was Jan. 20. Oral. Memphis, Oct. 14-17. Written. July 18, 
1952, Various locations. Final date for filing applications is Jan. 18, 
1952. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15, Conn. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers, Oct. 
15. Final date for filing applications was May 1. Oral. The schedule of 
oral examinations for 1951 has been arranged on a regional basis as 
follows: New York, date to be announced, covering Maine, Massachu- 
setts, New Hampshire, New York and Vermont. San Francisco, date to 
be announced, covering Arizona, California, Colorado, Idaho, Montana, 
New Mexico, Oregon, Utah and Washington. 

Only candidates who have not taken an oral examination can be admitted 
under the schedule arranged thus far. 

Dates of closing dates for the filing of applications for examinations in 
New York and San Francisco to be ed. 

Oral examinations in the subspecialties will be held at the same time and 
place and on the same distribution. 

Exec. Sec., Dr. William A. Werrell, 1 West Main Street, Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, Oct. 25-26. 
Oral. Chicago, May 1952. Final date for filing applications for the May 
1952 examination is Jan. 1, 1952. Sec., Dr. W. J. German, 789 Howard 
Ave., New Haven 4, Conn. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written. Feb. 1, 1952. 
Final date for filing applications is Nov. 1. Oral. Chicago, June 7-13, 
1952. Final date for filing application is Feb. 1, 1952. Sec., Dr. Paul 
Titus, 1015 Highland Building, Pittsburgh 6, Pa. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Twenty-five centers, Feb. 
4-5, 1952. Oral. Chicago, October 8-13. Sec., Dr. Edwin B. Dunphy, 56 
Ivie Road, Cape Cottage, Maine. 


AMERICAN BoarD OF ORTHOPAEDIC SURGERY: Final date for _ — 
tions for the 1952 Part II examinations is Aug. 15, 
Harold A. Sofield, 122 S. Michigan Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 8-12. Sec., Dr. 
Dean M. Lierle, University Hospital, lowa City. 


AMERICAN BoarD OF PepuaTRics: Oral. Buffalo, Oct. 26-28. Ex. Sec., Dr. 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Written. San Francisco, Octo- 
ber 28. Oral. San Francisco, October 29. Sec., Dr. Ernest L. Stebbins, 
615 North Wolfe St., Baltimore 5. 


AMERICAN BOARD OF PrOcTOLOGY: Philadelphia, Nov. 17-18. Sec.-Gen., 
Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BoarD OF RADIOLOGY: Oral. Washington, D. C., Sept. 17-22. 
Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF SuRGERY: Written. Various centers, Oct. 1951, Final 
date for filing applications is July 1. Sec., Dr. J. Stewart Rodman, 225 
South 15th Street, Philadelphia. 


oF THROACIC SURGERY: Written. Various parts of the country. Sept. 
14, 1951. Final date for filing applications is July 15. Sec., Dr. William 
M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 


AMERICAN Boarp or Uro.ocy: Chicago, Feb. 9-13, 1952. Final date for 
filing applications is Sept. 1. Sec., Dr. Harry Culver, 314 Corn Exchange 
Bidg., Minneapolis 15. 
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MEETINGS 


NATINOAL MEDICAL ASSOCIATION, Philadelphia, Aug. 20-24. Dr. John T. 
Givens, 1108 Church Street, Norfolk 10, Va., General Secretary. 


POSTGRADUATE ASSEMBLY IN ENDOCRINOLOGY, Olympic Hotel, Seattle, 
Wash., July 2-7. Dr. Henry H. Turner, 1200 N. Walker St., Oklahoma 
City, Okla., Secretary. 


Post GRADUATE MEDICAL ASSEMBLY OF SOUTH TEXAS, Shamrock Hotel, 
Houston, Texas, July 23-25. Mrs. W. H. Dahme, 229 Medical Arts Bldg., 
Houston, Executive Secretary. 


RENO SurGicaL SociETY CONFERENCE, Riverside Hotel, Reno, Nev., Aug. 
23-25. Dr. Olin C. Moulton, 130 N. Virginia St., Reno, Nev., Chairman. 


Rocky MOUNTAIN RADIOLOGICAL SociETy, Denver, Aug. 9-11. Dr. Maurice 
D. Frazer, 1037 Stuart Building, Lincoln, Nebr., Secretary. 


WEsT ViRGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, July 19-21. Mr. Charles Lively, 1031 Quarrier St., Charles- 
ton 24, Executive Secretary. 


INTERNATIONAL 

ASSOCIATION INTERNATIONALE DE PSYCHOTECHNIQUE, Gothenburg, Sweden, 
July 24-28. Dr. Franziska Baumgarten-Tramer, Thunstrasse 35, Berne, 
Switzerland. 


European CONGRESS ON RHEUMATISM, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstrén, Lund, Sweden, Secretary. 


GENERAL PRACTITIONERS STUDY CLUB INTERNATIONAL, Rome, Italy, Sept. 
12-15. Dr. John O’Connell, 10300 Lackland Road, St. Louis 14, Mo, 
U. S. A., President. 


INTERNATIONAL ANESTHESIA RESEARCH SOcIETY, London, England, Sept. 
3-7. Mr. R. W. Cope, University College Hospital, London W.C.1, 
England. 


INTERNATIONAL ASSOCIATION OF ALLERGISTS, Zurich, Swiizerland, Sept. 23- 
. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 


INTERNATIONAL CONGRESS OF ANESTHESIOLOGY, Nursing School of the Sal- 
piettre, 47 Boul de I’Hospital, Paris, France, Sept. 20-22. 12 rue de Seine, 
Paris 6°, France, Secretariat. 


INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, on, England, July 
16-20. Dr. W. H. McMenemey, Maida Vale ine pos Nervous Dis- 
eases, London W.9, England, Secretary. 


INTERNATIONAL CONGRESS ON INDUSTRIAL MEDICINE, Instituto Superior 
Técnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerreiro, Instituto 
Nacional do Trabalho e Previdéncia, Praga do Comercio, Lisbon, Secre- 
tary General. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico City, Mexico, Dec. 
11-19. Mrs. Grace E. O'Neill, Division of World Affairs, National As- 
sociation on Mental Health, 1790 Broadway, New York 19, N. Y. 


INTERNATIONAL CONGERSS OF PHysicaL MEDICINE, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Honorable Secretary. 


INTERNATIONAL CONGRESS OF PsyCHOLOGY, Stockholm, Sweden, July 16-21. 
Secretariat: Psychological Institute, Observotoriegatan 8, Stockholm, 
Sweden. 


GERONTOLOGICAL Hotel Jefferson, St. Louis, Mo., 
U. , Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Program Committee. 


INTERNATIONAL HospPiTaL ConGress, Brussels, Belgium, 15-21. Capt. 
J. E. Stone, 10 Old Jewry, London E.C., England, Secreta 


INTERNATIONAL POLIOMYELITIS CONGRESS, Copenhagen, 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager. Bivd., 
Copenhagen S., Denmark, President. 


INTERNATIONAL SOCIETY OF SurGeERY, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 


INTERNATIONAL SOCIETY FOR THE WELFARE OF CrIPPLES, Fifth World Con- 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E. 
64th St., New York 21, N. Y., U. S. A., Executive Director. 


PAN AMERICAN CONGRESS ON TUBERCULOSIS, Guayaquil and Quito, Ecua- 
dor, S. A., July 14-22. Dr. Marco Martinez M., Casilla de Correos No. 
116, Guayaquil, Ecuador, Secretary General. 


Pan Paciric SURGICAL ASSOCIATION CONGRESS, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J Pinkerton, Suite 7, Young Bidg., Honolulu, Hawaii, 
President. 


STUDENTS’ INTERNATIONAL CLINICAL CONGRESS, Leyden, Utrecht, Groningen 
and Amsterdam, Holland, July 10-28. N. A. M. Bergstein, Oude Gracht 
143 bis, Utrecht, Holland, Secretary General. 

Wor_D CONFEDERATION FOR PHYSICIAL THERAPY, Copenhagen, Denmark, 
Sept. 7-8. 

Wori_p MEDICAL AssociaTion, Stockholm, Sweden, Sept. 15-21. Dr. Louis 

H. Bauer, 2 E. 103d St., New York 29, N. Y., U. S. A., Secretary- 

General. 
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DEATHS 


Hazen, Henry Honeyman ® Washington, D. C.; born in Oldwick, 
N. J., July 21, 1879; Johns Hopkins University School of Medi- 
cine, Baltimore, 1906; professor of dermatology emeritus at 
Howard University College of Medicine, where he had been 
professor from 1911 to 1944 and director of postgraduate 
courses in venereal disease control from 1937 to 1942; professor 
of dermatology at Georgetown University School of Medicine 
from 1913 to 1934; a member of the Committee on Evaluation 
of Serodiagnostic Tests for Syphilis, since 1926 consulting 
dermatologist, and since 1943 chairman of the Advisory Com- 
mittee on Public Education for the Prevention of Venereal 
Diseases, U. S. Public Health Service; consultant in syphilology 
and from 1942 to 1946 attending physician to the District of 
Columbia Health Department; honorary life member of the 
American Social Hygiene Association; president of the Social 
Hygiene Society of the District of Columbia from 1937 to 1945; 
member of the American Dermatological Association; specialist 
certified by the American Board of Dermatology and Syphilol- 
ogy; chairman of the National Prophylactic Committee; visiting 
dermatologist to the Columbia Hospital for Women and Lying- 
In Asylum and Freedmen’s Hospital; in 1944 awarded an hon- 
orary doctor of science degree by Howard University and in 
1925 received an honorary master of arts degree from George- 
town University; author of “Diseases of the Skin,” 1915, third 
edition in 1927, “Skin Cancer,” 1916, “Syphilis,” 1919, second 
edition 1928, “Cutaneous X-ray and Radium Therapy,” 1931, 
and “Syphilis in the Negro,” 1942; died May 1, aged 71. 


Hamilton, Paul Myron ® San Marino, Calif.; born in Bright- 
wood, Ind., July 19, 1894; Johns Hopkins University School of 
Medicine, Baltimore, 1922; clinical professor of pediatrics at the 
University of Southern California School of Medicine; specialist 
certified by the American Board of Pediatrics; certified by the 
National Board of Medical Examiners; member of the American 
Academy of Pediatrics, the Southwestern Pediatric Society, of 
which he was a past president, the medical advisory board, Los 
Angeles branch, National Foundation for Infantile Paralysis, 
the Los Angeles Academy of Medicine, and the Medical Sym- 
posium Society of Los Angeles; on the staff of the Los Angeles 
County General Hospital, where for 12 years he served as chief 
of the communicable disease unit; for many years senior staff 
member and in 1950 president of the Huntington Memorial 
Hospital in Pasadena, where in perpetuation of his good works 
the Paul Hamilton Memorial Fund has been established to assist 
the care of needy children in the pediatric ward; consultant at 
St. Luke Hospital in Pasadena; died March 9, aged 56, of cor- 
onary occlusion. 


Herbst, Robert Harry ® Highland Park, Ill.; born in Chicago 
Dec. 25, 1877; Rush Medical College, Chicago, 1900; specialist 
certified by the American Board of Urology; professor of urol- 
ogy, emeritus, at the University of Illinois College of Medicine; 
formerly clinical professor of surgery (genito-urinary) at his 
alma mater; member and past president of the American Uro- 
logical Association, Chicago Urological Association, and the 
Rush Medical Alumni Association; fellow of the American 
College of Surgeons; member of the Institute of Medicine of 
Chicago and the Chicago Society of Medical History; attending 
urologist at Presbyterian Hospital, Chicago, and the Lake Forest 
Hospital; attending genitourinary surgeon, Highland Park Hos- 
pital, died May 15, aged 73, of cerebral hemorrhage. 


Kordenat, Ralph August @ St. Louis; born in Reedsburg, Wis., 
May 1, 1894; University of Illinois College of Medicine, Chi- 
cago, 1922; member of the founders group of the American 
Board of Surgery; formerly associate professor of surgery at 
his alma mater; fellow of the American College of Surgeons; 
at one time practiced in Chicago, where he was on the staff of 
Henrotin Hospital; Veterans Administration area chief of sur- 
gery for eight states since 1948; served during World War I; 


@ Indicates Fellow of the American Medical Association. 


during World War II vice medical chairman of Cook County 
for the Procurement and Assignment Service; died in the Vet- 
erans Administration Hospital, Jefferson Barracks, May 9, aged 
57, of coronary occlusion following cervical laminectomy. 


Gresser, Edward Bellamy © New York; born in New York April 
29, 1898; University and Bellevue Hospital Medical College, 
New York, 1922; associate professor of ophthalmology at his 
alma mater, now known as New York University College of 
Medicine; specialist certified by the American Board of Ophthal- 
mology; member of the American Academy of Ophthalmology 
and Otolaryngology and the Association for Research in Ophthal- 
mology; fellow of the American College of Surgeons; consultant 
in tropical ophthalmology to the Secretary of War from 1943 
to 1949; affiliated with Beth Israel, Lincoln, and Bellevue hos- 
pitals; died in Trudeau, N. Y., April 28, aged 53, of broncho- 
pneumonia due to monilia. 


Peacock, Alexander Hamilton @ Seattle; born in Philadelphia 
June 29, 1880; University of Pennsylvania Department of Medi- 
cine, Philadelphia, 1903; an Associate Fellow of the American 
Medical Association and in 1930-1931 member of its House of 
Delegates; specialist certified by the American Board of Urology; 
member of the North Pacific Surgical Association and American 
Urological Association; fellow of the American College of Sur- 
geons; urologist, Kings County Hospital; on the staff of Swedish 
Hospital, Seattle General Hospital, Children’s Orthopedic Hos- 
pital, Maynard Hospital, Columbus Hospital, and Providence 
Hospital, where he died April 13, aged 70, of carcinoma of the 
face. 


Gilbert, George Burton © Colorado Springs, Colo.; Johns Hop- 
kins University School of Medicine, Baltimore, 1907; specialist 
certified by the American Board of Internal Medicine; an Associ- 
ate Fellow of the American Medical Association; member of the 
American College of Chest Physicians, American Trudeau Soci- 
erty, and American Clinical and Climatological Association; fel- 
low of the American College of Physicians; associate research 
director of the Colorado Foundation for Research in Tubercu- 
losis; consulting physician to Memorial Hospital; member of the 
honorary staff, Glockner-Penrose Hospital; associate physician, 
St. Francis Hospital; died April 6, aged 69, of coronary occlusion. 


Nicholson, William Rufus @ Philadelphia; born in Boston Feb. 
26, 1868; University of Pennsylvania Department of Medicine, 
Philadelphia, 1893; emeritus professor of gynecology and obstet- 
rics at the Medico-Chirurgical College, Graduate School of 
Medicine, University of Pennsylvania; life member of the Ameri- 
can Gynecological Society; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the College of 
Physicians of Philadelphia, serving as secretary for many years; 
served on the staffs of the Methodist and Presbyterian hospitals 
and as consultant for Germantown Hospital; died Feb. 18, aged 
82, of arteriosclerotic heart disease. 


Myers, Thomas Chalmers @ Los Angeles; University of South- 
ern California School of Medicine, Los Angeles, 1900; an Asso- 
ciate Fellow of the American Medical Association; past 
president of the Los Angeles County Medical Association; 
fellow of the American College of Surgeons; active in World 
War I and was the recipient of the Italian Croce al Merito di 
Guerra; lieutenant colonel in the medical reserve corps of the 
U. S. Army; first staff president of St. Vincent’s Hospital, serv- 
ing in that capacity in 1920, and was active on the staff more 
than 20 years; died in St. Vincent’s Hospital April 9, aged 75, 
of cerebral arteriosclerosis. 


Davis, David Bennett © Los Angeles; University of Minnesota 
Medical School, Minneapolis, 1934; instructor in pediatrics at 
the College of Medical Evangelists, Loma Linda and Los 
Angeles; specialist certified by the American Board of Pedi- 
atrics; member of the American Academy of Pediatrics; affili- 
ated with Cedars of Lebanon Hospital, where he died April 12, 
aged 43, of rheumatic heart disease. 
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Flint, Oliver Josephus © Princeton, IIl.; Northwestern University 
Medical School, Chicago, 1898; veteran of the Spanish-American 
War; served during World War I; member of the high school 
board of Princeton Township for many years; for many years 
president of the Bureau County Tuberculosis Sanitary Board; 
affiliated with Perry Memorial Hospital, where he died March 
24, aged 80, of carcinoma of the urinary bladder. 


Gault, Reece C., Jackson, Ga.; Meharry Medical College, Nash- 
ville, Tenn., 1914; died March 20, aged 60, of cerebral hemor- 
rhage, hypertension, and arteriosclerosis. 


Gelb, Maurice © Montgomery, Ala.; Cornell University Medical 
College, New York, 1920; served during World War I; affiliated 
with the Veterans Administration; died in the Veterans Admin- 
istration Hospital March 24, aged 56, of myocardial infarction. 


Gibbons, George Lee, Mitchell, Ind.; Central College of Physi- 
cians and Surgeons, Indianapolis, 1903; past president of the 
Lawrence County Historical Society; served during World War I; 
for two terms coroner of Lawrence County and later county 
health officer; for many years health officer of Mitchell; died 
April 13, aged 72. 


Gilbert, Mabelle Spaulding Watson, East Cleveland, Ohio; 
Cleveland University of Medicine and Surgery, 1897; on the 
staffs of Huron Road and Woman’s hospitals in Cleveland; died 
May 7, aged 77, of coronary disease. 


Gilligan, Alexander, Baldwin, N. Y.; Long Island College Hos- 
pital, Brooklyn, 1899; specialist certified by the American Board 
of Otolaryngology; member of the American Medical Associa- 
tion and the American Academy of Ophthalmology and Oto- 
laryngology; fellow of the American College of Surgeons; served 
on the staff of Lutheran Hospital; died in Brunswick General 
Hospital, Amityville, April 7, aged 82. 


Gooding, Harvey Burt, Germantown, Ohio; Ohio Medical Uni- 
versity, Columbus, 1901; president of the Montgomery County 
Crippled Children Society; served on the staff of the Middletown 
(Ohio) Hospital; died recently, aged 73, of hemorrhage, 
esophageal varicosities and arteriosclerotic heart disease. 


Govar, Claude J., North Little Rock, Ark.; Kansas City (Mo.) 
College of Medicine and Surgery, 1923; served during World 
War I; died April 30, aged 55. 


Griffin, Sarah Myrtle Freeberger, Manson, Iowa; State Univer- 
sity of Iowa College of Homeopathic Medicine, Iowa City, 1897; 
member of the American Medical Association; died Feb. 28, 
aged 79, of myocarditis. 


Hanlein, Victor © Schenectady, N. Y.; Ludwig-Maximilians- 
Universitat Medizinische Fakultat, Miinchen, Bavaria, Germany, 
1921; served during World War I; affiliated with St. Clare’s 
Hospital and Ellis Hospital, where he died May 13, aged 55, of 
coronary thrombosis. 


Harned, Sophia P., Brooklyn; Hahnemann Medical College and 
Hospital, Chicago, 1884; served on the staff of Prospect Heights 
Hospital, where she died April 14, aged 90. 


Harrison, John Francis ®@ Stamford, Conn.; Jefferson Medical 
College of Philadelphia, 1903; member of the American Associa- 
tion of Industrial Physicians and Surgeons; affiliated with Stam- 
ford Hospital and St. Joseph’s Hospital, where he died April 13, 
aged 76, of osteoporosis of the vertebrae and arteriosclerosis. 


Hartman, Frank G., Lancaster, Pa.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1893; member of the 
American Medical Association; past president of the Lancaster 
County Medical Society; served as president of the city board 
of health and as county coroner; affiliated with Lancaster Gen- 
eral Hospital; died April 30, aged 81. 


Heine, Clinton Daniel ® Hooper, Neb.; Rush Medical College, 
Chicago, 1915; died in Omaha April 28, aged 63, of acute leu- 
kemia and bronchopneumonia. 


Helper, Morton © Evansville, Ind.; University of Michigan 
Medical School, Ann Arbor, 1936; treasurer of Vanderburgh 
County Medical Society; formerly on the faculty of his alma 
mater; specialist certified by the American Board of Radiology; 
member of the Radiological Society of North America and the 
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American College of Radiology; served during World War II 
and was awarded the Bronze Star; affiliated with St. Mary’s and 
Protestant Deaconess hospitals; died May 10 in Columbus, 
Ohio, aged 39, of Hodgkin’s disease. 


Henderson, Richard Alvin, Brooklyn; Long Island College Hos- 
pital, Brooklyn, 1897; member of the American Medical Associ- 
ation; on the staff of the Brooklyn Eye and Ear Hospital; died 
April 12, aged 76. 


Hill, Henry Garland © Memphis, Tenn.; University of Tennes- 
see College of Medicine, Memphis, 1912; died May 4, aged 65, 
of coronary thrombosis. 


Hise, Fred Rhodes, Canton, Ohio; McGill University Faculty of 
Medicine, Montreal, Canada, 1930; member of the American 
Medical Association; served during World War II; died recently, 
aged 48, of coronary thrombosis. 


Horne, Joseph Alvin, Detroit; Central College of Physicians and 
Surgeons, Indianapolis, 1897; died April 24, aged 84, of heart 
disease. 


Hoster, Herman Albert © Columbus, Ohio; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1938; professor of medi- 
cine and coordinator of oncology at Ohio State University Col- 
lege of Medicine; president of the Hodgkin’s Disease Research 
Foundation; research director of Columbus Cancer Clinic; affili- 
ated with Ohio State University Hospital, where he died May 
14, aged 39, of Hodgkin’s disease. 


Houston, Bush © Nevada, Iowa; State University of Iowa Col- 
lege of Medicine, Iowa City, 1908; fellow of the American 
College of Surgeons; served during World War I; second vice- 
president of the Iowa State Medical Society; city health officer 
and for six years member of the school board; surgeon for the 
North Western and Rock Island railroads; died in Memorial 
Hospital, International Falls, Minn., April 22, aged 65, of cere- 
bral hemorrhage. 


Hover, Frank William © Sealy, Texas; Long Island College Hos- 
pital, Brooklyn, 1905; died recently, aged 71, of coronary throm- 
bosis. 

Katz, Israel K. © Cleveland; University of Louisville (Ky.) School 
of Medicine, 1928; member of the American Trudeau Society; 
on the staff of Mount Sinai Hospital; served on the staff of Sunny 
Acres, Cuyahoga County Tuberculosis Hospital; died April 11, 
aged 48, of arteriosclerotic heart disease. 


Kaufmann, Eugene, College Point, N. Y.; Albert-Ludwigs- 
Universitat Medizinische Fakultit, Freiburg, Baden, Germany, 
1906; member of the American Medical Association; served on 
the staffs of the Horace Harding Hospital in Elmhurst and 
Parsons Hospital in Flushing; died April 18, aged 70, of heart 
disease. 


Kenworthey, William Bartle © Lieutenant Colonel, U. S. Army, 
retired, Lake Worth, Fla.; University of Pennsylvania Depart- 
ment of Medicine, Philadelphia, 1895; served during World War 
I; entered the medical corps of the U. S. Army as a captain in 
1920; promoted to major in 1929; retired with the rank of lieu- 
tenant colonel in September, 1937, for disability in line of duty; 
died March 19, aged 77, of arteriosclerotic heart disease and 
prostatic hypertrophy. 


Kimery, Philip Erasmus, Smithshire, Ill.; Barnes Medical Col- 
lege, St. Louis, 1910; member of the American Medical Associa- 
tion; died in Graham Hospital, Canton, April 20, aged 68, of 
injuries received in a truck accident. 


King, Bernard Albert, Anderson, Ind.; Medical College of 
Indiana, Indianapolis, 1905; member of the American Medical 
Association; served during World War I; died in Jackson 
Memorial Hospital, Miami, Fla., April 25, aged 68, of cerebro- 
vascular accident. 


Koons, Franklin Walter, Halstead, Kan.; Kansas City (Mo.) 
Medical College, 1898; member of the American Medical Associ- 
ation; past president of the Harvey County Medical Society; 
died April 18, aged 79. 


Kremers, Alexander, Waupun, Wis.; Northwestern University 
Medical School, Chicago, 1905; affiliated with Central State 
Hospital; died April 4, aged 69. 
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Kreuder, Henry ® New York; Columbia University College of 
Physicians and Surgeons, New York, 1898; died April 27, 
aged 78. 


Kriebs, Frank Joseph, Elkport, Iowa; Rush Medical College, 
Chicago, 1881; member of the American Medical Association; 
died in Mercy Hospital, Dubuque, April 18, aged 91, of cerebral 
embolism. 


Laffoon, Clint A., Park City, Utah; the Hahnemann Medical Col- 
lege and Hospital, Chicago, 1907; member of the American 
Medical Association and the American Association of Railroad 
Surgeons; formerly member of the Kansas State Board of 
Health; physician for the Silver King Coalition Mine and the 
Union Pacific Railroad; died in the Park City Miners’ Hospital 
May 10, aged 70, of cerebral hemorrhage. 


Laufman, Isidor, Cleveland; Long Island College Hospital, 
Brooklyn, 1908; died April 14, aged 67, of coronary thrombosis. 


Lief, Frederick Paul ® Kew Gardens, N. Y.; Long Island Col- 
lege of Medicine, Brooklyn, 1934; affiliated with Queens Gen- 
eral Hospital in Jamaica and Bellevue Hospital in New York; 
died in Forest Hills April 17, aged 42, of coronary sclerosis. 


McAlister, Hector Clive, Fort Wayne, Ind.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1916; medical 
director of the Lincoln National Life Insurance Company; killed 
in an airplane crash April 28, aged 55. 


McCrea, Eppie Sabra @ Eddyville, lowa; Barnes Medical Col- 
lege, St. Louis, 1904; member of the public library board and 
the Iowa State Medical Women’s Society; died April 25, aged 83, 
of hemiplegia. 


McCullough, Walter James, Sayville, N. Y.; Jefferson Medical 
College of Philadelphia, 1918; died in Dr. King’s Hospital, Bay 
Shore, April 25, aged 66, of cancer of the larynx. 


McGarvey, Samuel Curtis, Bridgeville, Pa.; Medical Department 
of the Western University of Pennsylvania, Pittsburgh, 1901; 
member of the American Medical Association; member of the 
school board of Bridgeville for 18 years, serving part of the time 
as president; since 1902 on the board of the Bridgeville Trust 
Company, of which he had been president for many years; for 
eight years a member of the borough council; died in Presby- 
terian Hospital, Pittsburgh, April 15, aged 81, of renal insuffi- 
ciency. 

McKelvey, Samuel Robert, Denver; Western Reserve University 
Medical Department, Cleveland, 1884; member of the American 
Medical Association; formerly associated with the U. S. Public 
Health Service; at one time secretary and executive officer of 
the Colorado State Board of Health; died in the General Rose 
Memorial Hospital April 10, aged 89, of bronchopneumonia and 
hemorrhage following extraction of a tooth. 


MacPherson, Charles Herbert, Morrisonville, Ill.; Chicago Col- 
lege of Medicine and Surgery, 1913; member of the American 
Medical Association; past president of the Christian County 
Tuberculosis Association; served during World War I; on the 
staff of St. Vincent Hospital in Taylorville; died April 8, aged 
65, of coronary occlusion. 


Marble, Robert Eugene ® Omaha; Hering Medical College, Chi- 
cago, 1906; John A. Creighton Medical College, Omaha, 1914; 
affiliated with Lutheran Hospital; died in Methodist Hospital 
April 18, aged 68, of carcinoma. 


Martin, Edward, Milton, Mass.; Tufts College Medical School, 
Boston, 1911; member of the American Medical Association; 
affiliated with the Boston City Hospital and Massachusetts 
Women’s Hospital in Boston, and the Homberg Infirmary, 
Massachusetts Institute of Technology, Cambridge; died April 
9, aged 66, of coronary thrombosis. 


Martin, Elmer Ellsworth, Milwaukie, Ore.; Albany (N. Y.) Medi- 
cal College, 1892; died in the Veterans Administration Hospital 
in Vancouver, Wash., April 14, aged 86. 


Mayerberg, I. Wallace, Wilmington, Del.; Jefferson Medical Col- 
lege of Philadelphia, 1907; formerly with the medical depart- 
ment of the E. I. du Pont de Nemours Company; died May 2, 
aged 66, of gastrointestinal hemorrhage. 


DEATHS 861 
Mitchell, Edwin Joseph, Scottsbluff, Neb.; John A. Creighton 
Medical College, Omaha, 1913; also a graduate in pharmacy; 
died April 30, aged 70, of uremia and pneumonia. 


Morgan, Richard Theodore, Marion, Ohio; Ohio Medical Uni- 
versity, Columbus, 1897; member of the American Medical 
Association; member and past president of the Marion Academy 
of Medicine; died in Marion City Hospital April 9, aged 78, 
of cerebral hemorrhage. 


Mueller, George © Chicago; Rush Medical College, Chicago, 
1894; an Associate Fellow of the American Medical Associ- 
ation; formerly on the faculty of Loyola University School of 
Medicine; fellow of the American College of Surgeons; emeritus 
chief-of-staff, St. Mary of Nazareth Hospital; died May 7, aged 
83, of hypostatic bronchopneumonia. 


Nordenbrock, Gregory John @ Dallas, Texas; Washington Uni- 
versity School of Medicine, St. Louis, 1934; at one time health 
commissioner for Shelby County, Ohio; died April 20, aged 45, 
of coronary heart disease. 


Onnen, John G. @ Baltimore; College of Physicians and Sur- 
geons, Baltimore, 1908; also a graduate in pharmacy; on the 
staffs of Maryland General, St. Joseph, Lutheran, and Franklin 
Square hospitals; chief medical examiner of the Selective Service 
Board during World War II; died April 18, aged 67, of arterio- 
sclerosis and aortic stenosis. 


Palmer, Paris A., Maynardville, Tenn.; University of Tennessee 
Medical Department, Nashville, 1893; died March 20, aged 83, 
of heart disease. 


Pickett, Elizabeth Lovelace © Aldan, Pa.; Woman's Medical Col- 
lege of Pennsylvania, Philadelphia, 1895; for many years mem- 
ber of the school board in Aldan and the borough council; cited 
by the Red Cross for her services performed during World War I; 
medical superintendent and owner of Pickett Sanatorium; died 
in Delaware County Hospital, Drexel Hill, April 14, aged 82, of 
intestinal hemorrhage. 


Prendergast, John James © San Diego, Calif.; Loyola University 
School of Medicine, Chicago, 1932; specialist certified by the 
American Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology and the Pacific 
Coast Oto-Ophthalmological Society; affiliated with Mercy Hos- 
pital, where he died April 8, aged 45, of cerebral metastatic 
carcinoma and adenocarcinoma of the esophagus. 


Rosenow, Erwin R., New York; Albert-Ludwigs-Universitat 
Medizinische Fakultat, Freiburg, Baden, Germany, 1909; mem- 
ber of the American Medical Association; on the staffs of Syden- 
ham Hospital and the Jewish Memorial Hospital, where he died 
April 12, aged 67, of acute myocardial infarction. 


Scheele, Matthias Henry © University City, Mo.; St. Louis Uni- 
versity School of Medicine, 1909; on the staff of Barnard Free 
Skin and Cancer Hospital in St. Louis; served as secretary and 
treasurer of the board of regents of Loras College in Dubuque, 
Iowa; died in St. Anthony’s Hospital, St. Louis, April 2, aged 
66, of cerebral hemorrhage. 


Shelton, Hanson Penn, Georgetown, Ohio; Jefferson Medical 
College of Philadelphia, 1897; died in Good Samaritan Hos- 
pital, Cincinnati, April 24, aged 77, of acute coronary throm- 
bosis. 


Smith, Egbert Livingston ® Waterbury, Conn.; Yale University 
School of Medicine, New Haven, 1896 served during World 
War I; an Associate Fellow of the American Medical Associa- 
tion; for many years affiliated with Waterbury Hospital; died 
April 20, aged 79, of coronary sclerosis. 


Webb, Roy Abner, Pampa, Texas; University of Oklahoma 
School of Medicine, Oklahoma City, 1916; member of the 
American Medical Association; past president of the Lions Club; 
died in Highland General Hospital April 19, aged 59, of cerebral 
hemorrhage. 


Wisehart, William H., Colfax, Ind.; Central College of Physi- 
cians and Surgeons, Indianapolis, 1897; member of the American 
Medical Association; died in Witham Hospital, Lebanon, re- 
cently, aged 87, of senility. 
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GOVERNMENT SERVICES 


ARMY 


Another Scrub Typhus Expedition to Malaya.—The Army Medi- 
cal Service has again sent a team of scientists to the Federated 
Malay States and British North Borneo to make studies aimed 
at the eradication of scrub typhus from that area and other parts 
of the world. Scrub typhus proved almost as dangerous to Ameri- 
can troops in the Pacific as the enemy during World War II. 
Knowledge acquired as the result of work done by three similar 
teams in Malaya during the postwar years has produced specific 
curatives. In 1948 such a team, after conducting experiments 
under controlled conditions, reported that some recently dis- 
covered antibiotics proved highly effective in the treatment of 
scrub typhus. Chloramphenicol (chloromycetin®), aureomycin, 
and terramycin, the drugs of choice in the order named, provide 
the only known specific treatment for the infection. 


The mission of the present group is to attempt to develop an 
effective vaccine to prevent the initial infection and to experi- 
ment with impregnated clothing, chemical sprays, and other 
means of eliminating the mites that carry the disease. This 
group will undertake its studies at the invitation of the British 
and Malay governments. Headquarters will be established in 
the capital city of Kuala Lumpur, and the work will be carried 
on in collaboration with the British Scrub Typhus Commission, 
staff members of the Institute for Medical Research, and various 
Malayan medical groups. 

The six officers making up the Army Medical Service team, 
all from the Graduate School Army Medical Center, Washing- 
ton, D. C., are Maj. Charles L. Wisseman Jr., Maj. Herbert 
Ley Jr., and Ist Lt. Philip Y. Patterson, all officers in the 
Medical Corps; Capt. Warren G. Hoag, Veterinary Corps, and 
Maj. Robert Traub and Ist Lt. Fred Diercks, both of the Medical 
Service Corps. An additional member, Dr. David H. Johnson 
of the Smithsonian Institute, will leave the unit at British North 
Borneo to conduct studies of various jungle animals that serve 
as hosts for the infectious mites. The selection of this location 
was made necessary because of the hostility of Chinese Com- 
munist guerrillas who have made field work in the countryside 
and jungles of Malaya extremely hazardous. Dr. Johnson will 
be joined later by Major Traub, field director of the research 
team, and Major Wisseman after the Malayan program has been 
organized. 


International Congress of Military Medicine. — Maj. Gen. 
George E. Armstrong, newly appointed Surgeon General of 
the Army, departed June 15 as an official delegate to the 
Thirteenth International Congress of Military Medicine and 
Pharmacy held in Paris June 17-23 under the sponsorship of 
the president of France. General Armstrong was joined in Paris 
by the other official Army delegate, Maj. Gen. Edgar Erskine 
Hume, chief surgeon of the Far East Command in Tokyo, who 
delivered and address on medical activities in Korea. Following 
these meetings, General Hume participated in the Fourteenth 
International Committee Meeting of the Congress at Vichy, 
France, June 24-25. 


Medical Aspects of Nuclear Energy.—The Army’s course in the 


medical aspects of nuclear energy will begin July 9 and continue 
throughout the week at the Army Medical Service Graduate 
School, Washington, D. C. Among the instructors will be Brig. 
Gen. James Cooney, radiation safety adviser during the recent 
atomic tests at Eniwetok; Brig. Gen. Elbert DeCoursey, director 
of the Armed Forces Institute of Pathology; Dr. Richard Ger- 
stell, executive director of Civil Defense in Pennsylvania; Col. 
William Stone; Capt. Robert Hinners, USN, and Lt. Col. Joseph 
Cody, AF. Col. Roy Maxwell, chief of the biophysics depart- 
ment at the Army Medical Service Graduate School, is director 
of the course. 


PUBLIC HEALTH SERVICE 


New Building for Communicable Disease Center.—Plans have 
been completed for a new national headquarters building and 
research laboratory in Atlanta for the Communicable Disease 
Center of the Public Health Service. The new center, a group 
of six buildings to cost an estimated 12% million dollars, will 
furnish facilities for a number of projects related to wartime 
protection of the civilian population as well as to peacetime pub- 
lic health. Projects closely connected with national defense in- 
clude biological warfare defense studies and training, toxico- 
logical research on chemical warfare agents, and field training 
of certain military personnel in sanitation. 

The center will be built next to the campus of Emory Uni- 
versity, which donated the site, according to Dr. R. A. Von- 
derlehr, medical director. Additional Congressional authoriza- 
tion will be needed before construction can begin. Plans call 
for erection of: (1) the main building, consisting of a five-floor 
laboratory section, surrounded by an eight-story office section, 
(2) the infectious disease laboratory building of five floors, (3) 
the virus laboratory, also five floors, (4) the audio-visual pro- 
duction building, four floors, (5) the cafeteria, seating 135 per- 


Proposed 12'2 million dollar national headquarters building and re- 
search laboratory to be built at the Communicable Disease Center of the 
U. S. Public Health Center at Atlanta. 


sons, and auditorium, seating 300, and (6) the boiler house. All 
these buildings will be windowless, except for office space. 

Defense-related activities of CDC include insect and rodent 
control operations around military and industrial establishments; 
biological laboratory research; training of personnel in the 
armed forces and civilian health establishments in sanitary 
methods; training for laboratory directors and technicians, and 
training of public health personnel from foreign countries. 

The Communicable Disease Center, with a predecessor or- 
ganization, has been located in Atlanta since 1942. Its normal 
peacetime duties are to assist the states in the prevention and 
control of communicable diseases, such as rabies, murine typhus 
fever, malaria, diarrheal disease, plague, and insect-borne en- 
cephalitis. Activities extend to every state and overseas territory. 
It has 500 employes locally, with more than 1,000 others 
throughout the United States. Headquarters temporarily are at 
50 Seventh St., N. E., with principal laboratories at Chamblee, 
Ga., 14 miles from Atlanta. 

When the new center is completed the virus laboratory will 
be moved to Atlanta from Montgomery, Ala. Earlier plans to 
bring the Technical Development Services of the Communi- 
cable Disease Center to Atlanta from Savannah have been can- 
celled because of the expense involved. That branch of CDC 
will remain in Savannah. 
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FOREIGN LETTERS 


LONDON 


Male and Female Death Rates.—Some interesting facts reviewed 
in an annotation in Lancet April 7, 1951, are based on a paper 
presented before the Royal Statistical Society on March 28, 1951, 
by Mr. W. J. Martin, D.Sc., of the Medical Research Council’s 
statistical research unit. Martin reported that since death regis- 
tration began, more than a hundred years ago, the ratio of male 
to female deaths has been consistently above unity in different 
age groups of the population and in different parts of the coun- 
try. Furthermore, the female death rate is declining more quickly 
than the male, and the gap widens with increasing speed. 

Although control of infection has produced a fall of about 
50% in the death rate since 1870, the male death rate, which 
in 1841-1845 was 9.6% greater than the female death rate, be- 
came 27.6% higher than the latter in 1931-1935. 

The actuarial expectation rose between 1840 and 1931 from 
40.36 years to 58.74 in males and 42.04 to 62.88 years in females. 
Although much of the improvement was due to the eradication 
of childhood diseases, the male-female disparity was particularly 
remarkable at the age of 70—men had added only six weeks to 
their expected life span, while women gained some 16 months. 
Martin pointed out that, although men might claim to have 
borne the brunt of the occupational hazards of the industrial 
revolution, the present tendency for employment of women in 
industry has done nothing to stay the ever-increasing disparity 
in the death rates. It is true, however, that the adventurous spirit 
of the male makes him more liable to fatalities, even in child- 
hood. Better home conditions may have lengthened the women’s 
life span more so than their husbands’, but industrial hazards 
for the latter have also decreased. 

In the discussion of this paper, it was brought out that the 
excessive male death rate was a constant feature of the vital 
statistics of other parts of the world. Apparently, few animal 
studies have been made. Prof. A. Bradford Hill, president of 
the Statistical Society, recalled a study showing that the still- 
birth rate was higher ‘among male than among female calves. 
However, he said, further research on vital statistics of such 
domestic animals was complicated by the differential mortality 
effect of the economic end in view, that is, whether the animal 
was intended for meat or for milk. Comparative biology may 
provide an answer to the question of whether life for the male 
is short because it is hard or because of a deep-seated biologic 
inferiority. 


Slimming by Television.—A leading article in the British Medi- 
cal Journal of March 24, 1951, discusses a British Broadcasting 
Corporation television demonstration of the effects of a slim- 
ming diet on women volunteers. It is reported that more than 
44,000 viewers have applied for the television diet sheet on slim- 
ming, which the British Broadcasting Corporation has promised 
to send its applicants. So far this diet sheet has not been made 
available. Although the corporation doubtless obtained the best 
medical advice for the experiment, the medical profession is 
concerned about whether the correction of a disorder of the 
body’s metabolism is something that can safely be prescribed 
without medical supervision. 

In a letter in the same issue of the British Medical Journal, 
the secretary of the British Dietetic Association points out that 
it is a principle of her profession “that no dietary advice should 
be given without specific instructions from the patient’s doctor” 
and that “no printed diet sheet should be handed out without 
an interview during which the dietitian satisfies herself that the 
patient has understood the principle of the regime, and that it 
is within his or her means.” This is one of the sensible regula- 
tions under which these highly qualified medical auxiliaries do 
their work. 


The items in these letters are contributed by regular correspondents ia 
the various foreign countries. 


Obesity if not a disease is certainly a departure from normal 
body health, and the treatment of such a condition by restric- 
tion of the diet to 1,000 calories a day in ignorance of the social 
and economic position of the 44,000 starvationists, and in par- 
ticular in ignorance of any physical disorder that these obese 
sufferers may have, is a situation that the secretary of the British 
Dietetic Association is justified in describing as “potentially 
dangerous.” 

Dr. Stephen Taylor, a physician and medical journalist, is 
conducting a one-man campaign aga’nsi fatness in the News 
Chronicle, a London daily paper. He writes: “There is one essen- 
tial preliminary—a visit to your doctor”; one reason advanced 
for doing this is that the diet is low in vitamins A and D; hence 
vitamin supplements may be advisable. The doctor is thus being 
told in advance that a certain course of treatment has been pre- 
scribed and then is left with the invidious task of saying whether 
his patient should adopt a regimen that has been prescribed by 
somebody else. Furthermore, the Ministry of Health will have 
to consider whether the recommended vitamin supplements are 
to be regarded as medicines to be issued free of charge under 
the National Health Service or whether they should be regarded 
as a form of concentrated food suitable for those enjoying a 
certain diet. Although the British Medical Journal does not 
challenge the soundness of the advice of either Dr. Taylor or 
the British Broadcasting Corporation, it is suggested that the 
family doctors of Britain might not unreasonably complain at 
being asked to underwrite somebody else’s dietetic policy. 

Obesity is on the borderline between health and disease, and 
success of the British Broadcasting Corporation enterprise may 
encourage a further experiment which crosses the borderline. 


DENMARK 


New Headquarters of the Danish Medical Association.— Further 
data concerning the new headquarters of the Danish Medical 
Association, Domus Medica (J. A. M. A. 139:247 [Jan. 22] 
1949), have now been published by Dr. Carl Mailand of Copen- 
hagen. The original Domus Medica was destroyed in 1944 by 
the Germans, who believed that the doctors of Denmark must 
be warned and punished because of their underground activities. 
After the war, there was little prospect of rebuilding on the 
old site because of shortages of material and prohibitive costs. 
Early in 1948, when the situation seemed hopeless, a magnificent 
building became available. It was the Plessen Palace, which 
had been built in 1901 by Baron Josef v. Plessen, a man of 
great culture and wealth, at the cost of one million Danish 
kroner, an impressive figure at that time. The purchase sum in 
1948 was one-and-a-half million Danish kroner, including the 
furniture and fittings. 

There was, however, much to be done to convert this palace 
into a building fulfilling the requirements of a modern corpo- 
rate body. To provide a lecture hall, two large rooms were made 
into one; even this arrangement provided seating accommoda- 
tion for only 130 persons. It should, however, be possible to 
build a much larger room on the premises or elsewhere. The 
old Domus Medica was financed to some extent by rental of 
several of its rooms to outsiders on festive occasions. This source 
of revenue was never quite satisfactory, as the visitors could not 
help interfering with the daily routine of the owners. In the new 
Domus Medica, such hospitality on a commercial basis will be 
reduced to a minimum, although accommodations will be pro- 
vided for corporate medical bodies wishing to entertain. About 
a dozen students, whose parents are doctors, are given resi- 
dential accommodation in the building, which also houses the 
medical society and other medical associations. Certain rooms 
are named for doctors who have contributed 10,000 kroner each. 
The national medical associations of other countries have con- 
tributed generously to the equipment of the building. Its walls 
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and library are being refurnished, and the thousands of books 
destroyed in the library of the old Domus Medica are gradually 
being replaced. 


Death of Dr. Otto Lassen.—Dr. Otto Lassen, who was born on 
March 17, 1881, and died on April 30, 1951, was a remarkable 
example of how much can be done without high academic rank. 
Early in his career he was put in charge of’a tuberculosis station 
or dispensary in Aarhus. Here he was also in general practice. 
He soon became so engrossed in the many aspects of the tuber- 
culosis campaign that this disease became and remained his chief 
interest. He was, in a certain sense, the father of the tuberculosis 
station system in Denmark, and his own station came to be the 
model for many others elsewhere in Denmark. It also became 
a teaching center, where many of his colleagues got their first 
training in tuberculosis work. He taught that the ideal tuber- 
culosis station must have at its disposal a certain number of 
hospital beds to make it a complete unit. One of his many 
articles on tuberculosis, submitted to a medical journal for pub- 
lication, was of such outstanding merit that he was urged to 
develop it as a doctorate thesis; he was 60 years old when he 
graduated as a doctor of medicine on this thesis. From his early 
days, before the stethoscope had been supplanted by radiologi- 
cal examination, until his death, he used to drive home certain 
elemental facts whose very simplicity tends to make them 
ignored. For example, he stressed the fundamental importance 
of the finding of tubercle bacilli whose persistent absence should 
be a check on the unwary diagnosis of active tuberculosis. He 
was in favor of letting women go to term when pregnancy was 
complicated by tuberculosis, being convinced that mother and 
child could come safely through the ordeal when well cared 
for. His impression of the merits of BCG vaccination was such 
that he gradually extended the indications for this measure, 
which he at first confined to persons born into a tuberculous 
environment, nurses, and medical students. Later he advocated 
such vaccination for both children and adults if they were Man- 
toux-negative. Ugeskrift for Laeger published at the time of his 
70th birthday a series of articles on tuberculosis, many of them 
written by his old pupils. What touched him greatly on this 
occasion was the request by his hospital committee that he should 
continue to hold his hospital appointments despite his having 
reached the age limit. Death occurred, presumably as the result 
of coronary thrombosis, only a few weeks after he had cele- 
brated his 70th birthday. 


MEXICO 


Contributions of the Instituto Nacional de Cardiologia.—Pro- 
ductive investigations in several fields have been conducted re- 
cently at the Instituto Nacional de Cardiologia. 


Pharmacology.—A digitzlis-like substance, thevetoidin, has 
been isolated from a Mexican species of Thevetia (Thevetia 
gaumeri). Thevetoidin is a mixture of crystalline substances con- 
taining two types of polysaccharides, a small amount of a quater- 
nary ammonium base and a pure glycoside, which is in the 
process of being identified. Thevetoidin has a rapid action, 
similar to that of strophanthin. 


Physiology.—A new method has been developed for the study 
of coronary flow in the isolated heart which permits more 
accurate analysis of the factors that determine coronary output. 


Electrocardiography.—Institute workers for the first time 
have recorded the electrical phenomena within the mass of the 
septal wall, not merely septal surface phenomena. This has been 
effected by the use of simultaneously recovering electrodes 
placed at various depths within the septum. This method has 
revealed a septal activation different in many respects from 
previous concepts. 

Hemodynamics.—In December, 1948, for the first time, the 
institute hemodynamics team introduced a catheter through the 
patent ductus to the aorta from the pulmonary artery. Forty 
such catheterizations have been performed successfully. 


J.A:M.A., June 30, 1951 
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DEATH FOLLOWING CURARE ADMINISTRATION 


To the Editor:—In view of the recent report by Foregger, “Fatal- 
ities Following Curare” (J. A. M. A. 142:1344 [April 29] 1950), I 
felt it would be timely and valuable to report a case of prolonged 
apnea and death following anesthesia supplemented with curare 
and syncurine® (decamethylene-1,10-bistrimethy] ium di- 
bromide). 

On Feb. 13, 1950, a photographer, 53, underwent a gastric 
resection for duodenal ulcer. Other than the main complaint of 
obstruction and previous bleeding, there was nothing in this 
patient’s history pertinent to this problem. There was no history 
suggestive of myasthenia gravis. Examination of the heart and 
lungs and chest x-ray disclosed no abnormalities. Premedication 
consisted of 1 mg. of dihydromorphinone hydrochloride and 
0.40 mg. of atropine, given ome hour before anesthesia was 
begun. 

The operation proceeded with somewhat greater than average 
difficulty, taking three hours and ten minutes. During this time, 
the blood pressure was well sustained except for a short interval 
when the duodenal stump was being manipulated, when the 
blood pressure fell to 100/64. The anesthetic agent was nitrous 
oxide-oxygen-ether (not endotracheal). The patient received a 
total of 4 cc. (3 mg. per cubic centimeter) of d-tubocurarine and 
5 mg. of syncurine.® No d-tubocurarine was given during the 
last hour anda half of the operation; the final dose of syncurine® 
was 1 mg., given for the closure of the peritoneum and fascia. 
The patient at all times was well oxygenated and had no res- 
piratory difficulty. As the closure was being completed, it was 
noted that the patient’s respirations were becoming more and 
more shallow and finally ceased. During the following seven 
hours, the patient was intubated and was artificially ventilated. 
In an early effort to stimulate the carotid body mechanism, mild 
cyanosis was allowed to prevail. In subsequent hours, the fol- 
towing drugs were administered: nikethamide (coramine®), caf- 
feine, phenylephrine hydrochloride, and picrotoxin. Procaine 
and the antihistaminics were not used. Admixture of room air 
and ether vapor had no visible effect. 

Throughout the operation and the postoperative hours of 
apnea, the patient received a total of 1,000 cc. of blood and 
1,000 cc. of 5% dextrose in isotonic sodium chloride solution. 
At no time did there seem to be respiratory obstruction. The 
patient could always be ventilated easily. Indeed, it was surpris- 
ing at times to see how pink the patient’s color remained, 
even though ventilation was not performed manually, sometimes 
for minutes at a time. About four hours after the period of apnea 
had begun, the patient’s blood pressure began to fall and his 
pulse to accelerate and his pupils became dilated and unre- 
sponsive to light. The administration of phenylephrine hydro- 
chloride corrected the blood pressure and pulse abnormalities; 
however, the pupillary dilatation persisted. It was felt at this 
time that, even if recovery should occur, irreversible cerebral 
damage had taken place. 

The patient’s pharynx and tracheobronchial tree were aspirated 
as indicated, although at no time was there an unusual amount 
of mucus or moisture. Five hours after the period of apnea had 
begun, the patient was placed in a respirator, with the endo- 
tracheal tube in place and a catheter delivering oxygen to the 
patient through the endotracheal tube. About two hours later, 
the patient made efforts to reject the endotracheal tube; as it 
was removed the patient died. A Levine tube was in place 
throughout this entire period. 

This case suggests the existence of a medullary side effect of 
d-tubocurarine and/or syncurine® which cannot as yet be antici- 
pated and for which no effective therapy is available. 


HAROLD ZIMMERMAN, M.D.,_ 
6 S. E. Second St., Evansville 9, Ind. 
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ERRORS IN BOOK REVIEW 


To the Editor:—I would like to point out some serious errors 
made in the review of my book “Physicians’ and Nurses’ Concise 
Medical Encyclopedia” in THE JourNaL of Nov. 4, 1950. 1. 
Your. reviewer condemned the book because he found a mis- 
spelling of “Gaffky” (a typographical error) and assumed that 
my spelling was poor. However, on page 98, under a leading 
article, “Gaffky” is spelled correctly. 2. Your reviewer quoted 
the first sentence of my article on “pulmonary embolism” as 
evidence that I did not know the etiology of the disease. The 
etiology, however, is given in the second sentence of the article. 


WILLIAM H. Kupper, M.D., Beverly Hills, Calif. 


COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


The following special report submitted by the Council to the 
House of Delegates and approved by that body at the annual 
meeting, June, 1951, is being printed in full because of the 
numerous requests received by the Council for information on 


this subject. DonaLD G. ANDERSON, M.D., Secretary. 


POLICY OF THE AMERICAN MEDICAL 
ASSOCIATION REGARDING THE 
PRODUCTION OF PHYSICIANS 


Discussions of the supply of physicians in the United States 
in recent years have sometimes implied that the American Medi- 
cal Association, through its Council on Medical Education and 
Hospitals, seeks to limit the supply of physicians in this country 
by limiting the number of medical schools it approves, by cur- 
tailing enrolments in schools it approves, or by otherwise pre- 
venting expansion of the nation’s facilities for the training of 
physicians. It is important that there be a clear understanding 
of the policies of the American Medical Association in this area. 

The American Medical Association has no desire to limit the 
production of properly trained physicians to serve the American 
people. The policy of the Association is to assist and encourage 
any responsible group or institution endeavoring to create 
new facilities or expand existing facilities for the training of 
physicians. 

The number of medical schools approved is determined en- 
tirely by the ability of schools to meet acceptable educational 
standards. All medical schools in operation in the United States 
at present are fully approved by the American Medical Asso- 
ciation. 

The Association does not attempt to regulate the size of the 
national student body in medicine. The number of students ad- 
mitted to individual schools is determined by the faculties, ad- 
ministrative officers and governing boards of each school, in 
accordance with the school’s educational philosophy and its 
own judgment of its educational resources. In order to preserve 
high educational standards, the American Medical Association 
may advise a school to reduce its enrolment only when there 
has been an enrolment increase considerably in excess of in- 
creases in facilities. 

The number of medical students in approved schools has been 
steadily increasing. In 1910 there were 12,530 students in ap- 
proved schools; today there are more than 26,000. In the last 
10 years the number of medical students has increased by almost 
5,000. This is the equivalent of creating at least 15 new medical 
schools of average size. The American Medical Association has 
lent every aid and encouragement to this sound expansion. In 
many states the medical societies have provided effective leader- 
ship in the establishment of new medical schools and the expan- 
sion of existing schools. 

Still further increases in the production of physicians are in 
prospect. The present freshman class numbers more than 7,100 
students, the largest on record. It is 23% larger than the fresh- 
man class entering medical schools in 1940. During this period 
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the general population increase in this country was 14%. In fact, 
physicians have increased in numbers more rapidly than has the 
population at large, for more than 20 years. 

It is probable that the freshman medical class will number 
7,500 or more within a year or two and that by 1960 the pro- 
duction of physicians will be at least 39% greater than in 1950, 
a rate of expansion that promises to exceed that of any other 
major profession, and will greatly exceed the general population 
increase. 

The American Medical Association has also faciiitated the 
entrance into practice in this country of physicians educated 
abroad. After due study, it has recommended to state licensing 
boards that the graduates of 48 foreign medical schools be ac- 
corded the same opportunities for licensure as graduates of 
approved medical schools in the United States. This liberal policy 
in itself should make it clear that the Association is not attempt- 
ing for selfish reasons to limit the number of physicians practic- 
ing in the United States. 

The American Medical Association is duty bound to protest 
exaggerated estimates of the need for additional physicians that 
can only be met by debasing the quality of medical education. 
It would be derelict in its responsibility to the American public 
if it failed to make clear that a deterioration in the quality of 
medical care is an inevitable consequence of lowered standards 
of medical education. 

In the past half-century the American Medical Association’s 
efforts to improve medical education have been a major factor 
in the greatly improved health of the American people. For the 
future, the Association pledges its every effort to maintain high 
standards and to support expanding programs of medical edu- 
cation to the end that the American people may continue to 
enjoy the benefits of medical care unsurpassed in quality and 
quantity anywhere on earth. 


ESTABLISHMENT OF A QUOTA BASIS FOR 
THE APPOINTMENT OF INTERNS 


At its meeting June 8-9, 1951, the Council on Medical Education 
and Hospitals approved the following statement of policy re- 
garding the approval of hospitals for intern training. 


DonaLD G. ANDERSON, M.D., Secretary. 


Since 1914, the Council on Medical Education and Hospitals 
of the American Medical Association has approved hospitals 
for the training of interns without specifying the number of 
interns that could be accepted under the program as approved. 
Until recent years, this policy created no problem since the num- 
ber of internships offered and the number of applicants were 
approximately equal. 

During the past 10 years however, the number of internships 
offered in approved hospitals has steadily increased to the point 
where it is estimated that there are now at least 3,000 more 
internship appointments available than there are applicants to 
fill them. This disparity has producegd a number of undesirable 
effects. Hospitals, large and small with few exceptions, have 
been unable to assure themselves of a definite number of interns 
from year to year and have thus been handicapped in develop- 
ing stable educational programs. Applicants not infrequently 
have been subjected to undue pressure in making decisions with 
respect to hospital appointments. Some hospitals in competing 
for interns have stressed factors other than those of an educa- 
tional nature; still others have offered an excessive number of 
appointments, which when filled have resulted in overstaffing 
with a consequent deterioration of the quality of training 
provided. 

To ameliorate this situation, the Council hereafter, when ap- 
proving hospitals for intern training, will specify the number of 
internships for which a hospital is approved. The first list of 
hospitals approved on this basis will appear in the 1951 Intern- 
ship and Residency Number of THE JourNAL, scheduled for pub- 
lication Sept. 29, 1951. As a basis for computing the quota for 
hospitals approved prior to April 15, 1950, the following formula 
will be used: 

1. Hospitals approved for intern training only: In these hos- 
pitals, the number of internships to be offered for the period 
July 1, 1952-June 30, 1953, will be limited to 80% of the num- 
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ber offered in 1950 as listed in the 1950 Internship and Resi- 
dency Number,' or to the total number offered in 1940, which- 
ever is the larger.” 


2. Hospitals approved for intern and residency training: In 
these hospitals, the number of internships to be offered for the 
period July 1, 1952-June 30, 1953, will be limited to 70% of 
the number offered in 1950 as listed in the 1950 Internship and 
Residency Number or to the total number offered in 1940, which- 
ever is the larger.” . 

A similar quota based on comparable bed capacities and annual 
admission rates will be allocated to hospitals approved since 
the publication of the 1950 Internship and Residency Number. 
In no instance will the number of appointments in a hospital 
offering a rotating type of internship be reduced to less than 
four. 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 


Restrictions: Right of Chiropractor to Maintain Office 
in Home.—The plaintiffs filed a suit for an injunction against 
the defendant chiropractor to restrain him from conducting or 
engaging in any business or profession in his private home. 
From a judgment of the trial court granting the requested in- 
junction, the defendant appealed to the Court of Appeals of 
Maryland. 

In 1942 the defendant acquired some real estate on Terrace 
Street in the Northern Heights Addition to the city of Hagers- 
town, Md., and constructed thereon a house that cost approxi- 
mately $40,000. The deed conveying this property contained a 
building restriction providing, among other things, that “the 
said premises shall be occupied and used for residence purposes 
only and not otherwise.” The plaintiff's bill alleged that the 
defendant plans to engage in the business of practicing the pro- 
fession of chiropractic in the basement of this building and that 
he had informed one of the plaintiffs that he intends to occupy 
the building as a residence and also conduct his office and prac- 
tice his profession as a chiropractor in said building. In his 
answer the defendant denied he had expressed himself as intend- 
ing to conduct his office and professional practice exclusively 
in his residence but averred that he proposed only an incidental 
use of the said residence for professional office purposes, such 
use being supplemental, beyond usual office hours, to his regular 
office which is maintained in another location. The defendant 
admitted a desire to save office rent but refused to commit him- 
self to any plans for the near or distant future. He did testify, 
however, that he intends to perform, at his residence, his duties 
as secretary of the Board of Chiropractic Examiners. The trial 
court refused to recognize any distinction between practice of a 
profession wholly at or from one’s residence and “incidental” 
practice to a limited extent in special circumstances, but con- 
strued the covenant that the premises “shall be occupied and 
used for residence purposes only and not otherwise” as pro- 
hibiting conducting or engaging in any business or profession on 
the premises. The trial court therefore granted an injunction in 
the broadest terms, in the words of the covenant plus this im- 
plied prohibition, without any definition or limitation of “use 
for residence purposes only” or “engaging in any business or 
profession.” 

The narrower definition of “residence purposes only,” which 
is reflected in the trial court’s decree, was well expressed in a 
case in a Pennsylvania lower court decision: “Use as a private 
dwelling house means use by way of living, eating, sleeping 
and enjoying the various intellectual and social diversions inci- 
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2. Appropriate adjustments of these quotas may be made on request by 
the hospital in those instances in which bed capacities have been increased 
since 1950 or in which additional hospital services are presently being 
provided. 


BUREAU OF LEGAL MEDICINE AND LEGISLATION 


J.A.M.A., June 30, 1951 


dent to private family life. The practice of a profession, however, 
is, in part at least, for the purpose of gain. It is similar in that 
respect to the carrying on of a business or trade. It is no answer 
to say that doctors, lawyers and dentists frequently conduct 
their offices in their homes. To the extent to which they do this 
(at least habitually, regularly and continually), they are using 
part of their dwelling houses for other than dwelling house 
purposes.” This definition, said the Court of Appeals, which 
comprises little more than “eat, drink and be merry,” is too 
narrow. School children and undergraduate and graduate stu- 
dents are not the only persons who do “home work” in a house 
used “for residence purposes only.” Even children may be actu- 
ated by a hope of future gain as well as an abstract love of 
learning. Most people at home occasionally think and read, 
frequently talk, and not infrequently “talk shop.” We cannot 
say that when one is reading Aristotle or Shakespeare or Dickens 
or “Gone with the Wind,” or a physician is talking politics or 
a politician is discussing medicine, he is within his rights, but 
when he is reading law or medicine or Dale Carnegie or a phy- 
sician is talking medicine or a politician talking politics, he is 
violating a restrictive covenant. All the work of a particular 
gainful calling may be home work, incidental to the use of 
premises “for residence purposes only,” e. g., Trolloppe’s self- 
imposed allotments of daily work on his novels. In this respect 
we see no difference between Ogden Nash’s published verses 
(if written at home) and verses written by members of a literary 
club for their mutual enjoyment or by an individual for Christ- 
mas cards for his friends. If, however, a novelist or other author 
works with a staff of secretaries, proof-readers or other assistants, 
such work would not be consistent with use of the premises 
for residence purposes only. Such activities might constitute use 
for both residence and business purposes, or for business with 
incidental residence use like the use of chambers in one of the 
Inns of Court by a barrister who resides at his chambers. 

The lower court expressed the opinion that the weight of 
authority supports the conclusion that property restricted ex- 
clusively for residence purposes cannot be used as contem- 
plated by the defendant. Does any use of the dwelling house 
for the purpose of conducting a real estate and insurance busi- 
ness therein, as a matter of law, destroy its character as a private 
dwelling house? The suggestion has been made in judicial 
opinions that some kinds of personal business, such as that of 
a physician or a lawyer, may be carried on in one’s dwelling 
house without inconvenience to the neighboring property 
holders and without changing the general private character of 
the use of the building. Doubtless this may become a matter of 
degree, so that we refrain from holding that the complaint 
does not state a cause of action, but it does not follow that if a 
physician sees his patients or a lawyer meets his clients at his 
house in a room which he calls his office, he thereby destroys 
the character of his home as a private dwelling house in the 
usual meaning given to such words. 

As there is at least a doubt that the practice of medicine is 
prohibited, we must hold that it is not prohibited. If the prac- 
tice of medicine is not prohibited, it does not follow that any 
and all practice is permitted. Before and since 1910 some physi- 
cians so constructed or altered their houses that architecturally 
their offices were offices and were distinct from, though con- 
nected with, their residences. Such buildings would not be per- 
mitted by the covenants now before us. It is undisputed that 
defendant’s house is architecturally one of the best residential 
types. Many physicians now maintain offices, very different 
from most physicians’ offices in 1910, with laboratories, various 
instruments and other facilities, associate physicians, secretaries, 
nurses, technicians or some such facilities or assistants or both. 
Such offices would not be permitted by these covenants. As usual, 
the line can only be drawn case by case. Defendant's testimony 
indicates, not very clearly, that for what he calls incidental use 
of his residence the only equipment he would locate in the house 
would be “an adjusting table in the basement, the same as I 
had out at my home for my family, [and] any of the low voltage 
currents which are portable, the same as you would use for a 
house call.” There is an outside entrance to the basement, and 
the basement, if not so used or put to some special use, e. g., as a 
billiard room or a children’s play room, might not be used at 
all or might be put only to the miscellaneous uses of an unfin- 
ished cellar. We do not think such incidental use of the base- 
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ment would impair the use of the house “for residence purposes 
only”, concluded the Court of Appeals. If defendant should 
abandon his present office and remove it to his residence, there 
is not sufficient evidence as to how the present office is conducted, 
to enable us to determine whether or not such an office at the 
residence would violate the covenants. Our decision will be 
without prejudice to further proceedings in this case or a new 
case, if and when such a change is made or threatened and 
plaintiffs are in a position to show the material facts. Defendant 
should not be permitted to maintain a professional or business 
sign on his residence. A sign is a business use of property, 
separable from residential use and also from incidental use in 
practice of a calling, and is therefore prohibited by these cov- 
enants. Defendant proposes to keep in the basement five filing 
cabinets and other files relating to his duties as secretary of 
the Board of Chiropractic Examiners and to perform his duties 
there. We see nothing in the covenants to prevent a physician or 
a lawyer or the Secretary of Medical Examiners, Bar Examiners, 
or Chiropractic Examiners from doing his “paper work” at 
home, including attention to correspondence or preparation 
or marking of examination papers. Defendant, however, says that 
at certain times “there are many, many candidates coming and 
getting applications, some by writing and some by personal 
appearance.” Maintenance of such a public office to receive 
so much of the public as may have occasion to come in, is just 
as clearly a violation of the covenants as maintenance of a 
marriage license bureau would be. Accordingly the decree in 
favor of the plaintiff was reversed and the trial court was ordered 
to enter a decree in accordance with the opinion of the Court 
of Appeals.—Osborne v. Talbot, 78 A. (2d) 205 (Maryland 
1951). 


Admissibility in Evidence of Results of Chemical Tests for In- 
toxication.—The defendant was convicted of driving a motor 
vehicle while intoxicated. From such convinction he appealed to 
the court of criminal appeals of Texas. 

The defendant admitted that he drove the vehicle at the time 
alleged but denied that he was intoxicated. He did, however, 
admit drinking four bottles of beer in the late afternoon and 
evening before his arrest. When taken to the City Hall by the 
police, the defendant signed a written permission for the officers 
to test his breath for alcohol by an instrument known as the 
Harger Drunkometer. The officers who arrested him and ob- 
served him after his arrest gave ample evidence to sustain the 
jury’s verdict independent of the results of the chemical test, 
the court indicated. In addition to the testimony of the officers, 
however, Dr. Beerstecher, a research biochemist at the Univer- 
sity of Texas, testified in part: “I am familiar with the instru- 
ment known as the Harger breath test; I have been studying 
that between ten and eleven months. I feel that the machine is 
extremely reliable. It shows how much alcohol is in a person’s 
blood at the time the test was taken.” On cross-examination, 
this witness stated: “There is disagreement among scientists as 
to the accuracy of the (Harger) breath test. A chemical analysis 
of the blood itself shows what per cent or proportion of alcohol 
is in that blood sample. The theory of the (Harger) breath test 
is that the breath indicates a per cent of saturation in the blood; 
it is a calculated proportion. This breath test is used in a number 
of states. From my work with this machine for some ten or 
eleven months, observing the officers making the tests, and 
from my knowledge as an expert on alcohol, my opinion is that 
the (Harger) machine is very reliable.” 

The chief contention made by the defendant, said the court 
of appeals, is that it was prejudicial error for the trial court to 
permit the State to introduce evidence of an alcohol breath test 
of the defendant and the results purportedly shown thereby 
because the State did not prove that such breath-test and its 
results are generally accepted by scientists as accurately estab- 
lishing the alcoholic content of a subject’s blood to show whether 
he was under the influence of intoxicating liquor and the extent 
of his intoxication. The objection, said court, is to the conclu- 
sion reached because Dr. Beerstecher, after qualifying as an 
expert witness, stated that there was a difference of opinion 
among scientists as to its accuracy. The position that it is in- 
cumbent upon the State in the trial of the case to prove that 
the test is scientifically accepted, said the court, may or may not 
be correct, depending upon the degree to which the fact is estab- 


MEDICAL MOTION PICTURES 867 


lished by scientific research. This court may recognize generally 
accepted scientific conclusions, even though there should be 
some who disagree with them. In all probability a scientist may 
be found who will disagree with practically every generally 
accepted scientific theory. The opinion of such others by no 
means bars the evidence of a scientific truth before a jury, nor 
would it preclude the courts from taking judicial knowledge of 
the truth of it. Continuing, the court said that Northwestern 
University of Evanston, Illinois, has within the present year, 
1950, published a work from which the court quoted. “Medical 
science, through years of research and experimentation, has 
established that it is not the amount of alcohol consumed by a 
person that affects his driving ability but the amount of alcohol 
absorbed into his blood, and thus circulated to the brain, that 
affects his nerves and, correspondingly, his mental and physical 
faculties. . . . The most commonly used methods of determin- 
ing a person’s blood alcohol concentration is to chemically 
analyze the blood, urine, or breath. The amount of alcohol in 
the latter two substances directly parallels the amount of alcohol 
in the blood and, therefore, from the amount of alcohol excreated 
through the kidneys or lungs, the concentration of alcohol in 
the circulating blood can be determined accurately and scien- 
tifically.” When supported by such authorities, said the court, 
this proposal is persuasive in supporting the evidence of Dr. 
Beerstecher, if that evidence needs to be supported, as to the 
effect of alcohol in the blood. Dr. Beerstecher testified that the 
instrument in question is accurate and he gave his reasons for 
it. He admitted that there are others who disagree with its 
accuracy. The objection to his testimony, therefore, goes to its 
weight and not to its admissibility. Our conclusion, said the court, 
is that this evidence is admissible as presented to us in this 
record for whatever it is worth, and it was not reversible error 
to overrule the defendant’s objection to it. Accordingly the de- 
fendant’s conviction was sustained.—McKay v. State, 235 S.W. 
(2d) 173 (Texas 1951). 
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Rodney: 16 mm., color, sound, showing time 11 min. Produced in 1950 
for the National Tuberculosis Association by Film Graphics, Inc., New 
York. Procurable on loan from local tuberculosis associations. 


This motion picture deals entertainingly with the serious prob- 
lem of tuberculosis control. The central figure is Rodney, a 
breezy caricature of typical American youth. During a routine 
physical checkup, the doctor discovers that Rodney has early 
tuberculosis; through his answers to Rodney’s questions, he 
provides information about the spread, treatment, and cure of 
tuberculosis. These answers contain many positive statements 
that serve to correct misconceptions. Points that are strongly 
stressed are the importance of rest in tuberculosis, the impor- 
tance of the tuberculosis hospital as the place for treatment, and 
the importance of the chest x-ray as a means of discovering 
tuberculosis in its early stage. 

The producer indicates that the film is intended for high school 
and college students and that the discussion leader has an ex- 
tremely important role to play at every showing. In the opinion 
of the reviewers, these are very important points. Guides for 
discussion leaders are available from the producer. The material 
presented is medically correct. However, the entertainment value 
appears at times to be greater than the teaching value. It is 
recommended for use mainly with high school students, as an 
introduction to a more detailed discussion of the subject. The 
photography and sound are excellent. 


SELECTED FILMS FOR HOSPITAL ADMINISTRATION 


The University Hospitals, State University of lowa, have 
prepared a 32 page pamphlet listing 318 selected films of inter- 
est to hospital administrators and teachers of hospital admin- 
istration. Copies of the pamphlet may be obtained from the 
Committee on Medical Motion Pictures of the American Medi- 
cal Association or from the Extension Division, State University 
of Iowa, Iowa City. 
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A.M.A. Am. Journal Diseases Child., Chicago 
81:465-616 (April) 1951 


"Congenital Pulmonary Stenosis: Postoperative Observations on 214 
Children. C. R. Leininger, S. Gibson and W. J. Potts.—p. 465 

Care, Feeding and Fate of Premature and Full Term Infants Born of 
Tuberculosis Mothers. B. Ratner, A. E. Rostler and P. S. Salgado. 
—p. 471 

Immunization in the Young Infant: Response to Combined Vaccines: 
I-IV. J. C. Peterson and A. Christie.—p. 483. 

Immunization in the Young Infant: Response to Combined Vaccines: V. 
A. Christie and J. C. Peterson.—p. 501. 

Immunization in the Young Infant: Response to Combined Vaccines: 
VI-X. J. C. Peterson and A. Christie.—p. 518. 

Use of Antihistaminic Drug for Treatment of Common Cold at Summer 
Camp for Boys. P. Fisher.—p. 530. 

Staphylococcic Infections im Hospital Nurseries and Pediatrics Wards. 
J. Felsen, J. Lapin, W. Wolarsky and others.—p. 534 

Simplified Transparent Tuberculin Patch Test. H. Vollmer and D. R. 
Lyons.—p. 541. 


Congenital Pulmonary Stenosis.—Leininger and his associates 
review the first 214 cases in which a Blalock or Potts-Smith pro- 
cedure was attempted at Children’s Memorial Hospital, Chicago. 
The preoperative diagnosis was tetralogy of Fallot in 199 cases 
and tricuspid atresia in 15. An anastomosis was performed in 
199 patients. Eighteen children (9%) died in the immediate post- 
operative period; one child died in an automobile accident three 
months after operation, and 35 children were not seen after 
surgery. The remaining 145 patients were observed for post- 
operative periods ranging from six to 42 months. Paroxysmal 
dyspnea, which occurred in 66 children prior to surgery, was 
not observed in any patient postoperatively. The average pre- 
operative values for red blood cell count and hemoglobin level 
were 6,930,000 per cubic millimeter and 18.3 gm. per 100 cc. 
respectively; the average postoperative values were 5,350,000 
per cubic millimeter and 14.4 gm. per 100 cc. The decrease in 
cyanosis following surgery was usually immediate and pro- 
nounced, and, in the majority of cases, this improvement re- 
mained essentially unchanged throughout the period of obser- 
vation. The decrease in the clubbing of the fingers and toes was 
fairly complete by the end of the first year. The increase in 
exercise tolerance Was encouraging in all cases and dramatic 
in a few. The heart enlarged to some degree after surgery in all 
cases. Minimal (5 to 10%) cardiac enlargement occurred in 
seven patients, in spite of excellent improvement in cyanosis and 
exercise tolerance following surgery. Most of the patients 
showed mild (15 to 35%) cardiac enlargement, which usually 
occurred within the first six months after surgery. Seven showed 
severe (85 to 180%) cardiac enlargement with chronic heart 
failure requiring digitalis therapy. In each of these cases, un- 
usual cardiac enlargement was apparent within six months after 
surgery and there was no significant increase after 12 months. 
Four of these showed symptomatic improvement and decreased 
cyanosis in spite of marked cardiac enlargement. One patient 
died 11 months after surgery and four months after digitalis 
medication was started; another was given digitalis therapy four 
months after surgery and died seven months postoperatively. 
Postmortem examination revealed similar findings in each case; 
a tetralogy of Fallot with a partly overriding aorta was present. 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of five days. Three journals may be borrowed at a time. 
Periodicals are available from 1940 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Associ- 
ation are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted. 


Two other patients in this series manifested cardiac failure with 
severe enlargement of the heart. Five patients in addition to 
those described above died during the three-and-one-half year 
period of observation. Autopsy in two of the cases revealed 
transposition of the great vessels in addition to pulmonary sten- 
Osis. It was concluded that the Blalock or Potts-Smith procedure 
alleviates the symptoms occurring in certain types of congenital 
pulmonary stenosis. 


A.M.A. Arch. Ophthalmology, Chicago 
45:365-506 (April) 1951 

Harada’s Disease and Vogt-Koyanagi Syndrome: Uveoencephalitis. A. R. 
Cowper.—p. 367. 

Scope and Limitations of Orthoptics in Nonsurgical Treatment of Ocular 
Deviations. H. M. Burian.—p. 377. 

Experimental Cataract Produced by Three Centimeter Pulsed Microwave 
irradiations. A. W. Richardson, T. D. Duane and H. M. Hines. —p. 382. 

Theory of Ocular Dominance. G. L. Walls.—p. 387. 

Iris Cyst Following Traumatic Implantation of Giass Splinter, with 
oxy Body Probably Retained in Ciliary Area 45 Years. M. Cohen 

Postdiphtheritic Cycloplegia: Report of Two Cases. T. R. Gaines.—p. 416. 


Rose Bengal Test in Diagnosis of Deficient Tear Formation. H. W. 
Forster Jr.—p. 419. 

Peripheral Fusion. J. E. Winkelman.—p. 425. 

Experimental Studies on Early Lens Changes After Roentgen Irradiation: 
Il. Exchange and Penetration of Radioactive Indicators (Na™, K*, [11, 
P**) in Normal and Irradiated Lenses of Rabbits. L. von Sallmann and 
B. D. Locke.—p. 431. 

Enucleation and Cosmetic Rehabilitation: Criteria for Evaluation of Cur- 
rent Procedures. A. M. Culler.—p. 445 

Amaurosis Fugax et Amaurosis Fulminans. S. Behrman.—p. 458. 


A.M.A. Arch. Pathology, Chicago 
51:361-472 (April) 1951 


Arteritis, Carditis, Glomerulonephritis and Bilateral Renal Cortical 
Necrosis Induced in Rabbits by Injection of Horse Serum or Bovine 
Gamma Globulin Combined with Killed Group A Streptococci or 
Freund’s Adjuvant. R. H. More and S. D. Kobernick.—p. 361. 

Effect of Tween 808 on Serum Lipids and Tissues of Cholesterol-Fed 
Rabbits. T. P. B. Payne and G. L. Duff.—p. 379 

*Possible Pathogenic Mechanisms Responsible for Human Periarteritis 
Nodosa, as Suggested by Occurrence of Two Instances of this Disease 
in Association with Glomerulonephritis. G. F. Kipkie and D. S. John- 
son.—p. 387. 

Fuchsinophilia in Adrenal Cortex: Critical Examination of Broster-Vines 
Technic. A. D. Zinsser and H. H. Zinsser.—p. 393 

Correlation Between Cytoplasmic Basophilia and Nucleic Acid Content 
of Liver. E, Farber, D. Koch-Weser, P. B. Szanto and H. Popper. 
—p. 399, 

Basophilic Cytoplasmic Material (Pentose Nucleic Acid): Distribution in 
Normal and Abnormal Human Liver. P. B. Szanto and H. Popper. 
—p. 409. 

Morphologic Lesions Due to Acute and Subacute Poisoning with Anti- 
freeze (Ethylene Glycol). D. E. Smith.—p. 423. 

Congenital Alveolar Dysplasia of Lungs. N. Kaufman and R. K. Spiro. 
—p. 434. 

Changes in Serum Lipids of Rabbits with Acute Uranyl Nitrate Poison- 
ing. F. Bauer Jr., G. C. Johnson, L. Carbonaro and E. F. Hirsch. 

Thoracic Mises Anomalies: III. Atresia of Common Pulmonary Vein, 
Pulmonary Veins Draining Wholly into Superior Vena Cava (Case 3). 
1V. Stenosis of Common Pulmonary Vein (Cor Triatriatum) (Case 4). 
J. BE. Edwards, J. W. DuShane, D. L. Alcott and H. B. Burchell. 
—p. 446. 


Pathogenesis of Periarteritis Nodosa; Occurrence in Association 
with Glomerulonephritis. i 
periarteritis nodosa are presented. Both patients had glomerulo- 
nephritis. It ‘is suggested that the periarteritis was due to: (1) 
the same pathogenic process that was responsible for the 
glomerulonephritis; (2) hypertension, or (3) a sulfonamide com- 
pound and was an allergic reaction. Studies and observations on 
these patients do not permit the conclusion that the periarteritis 
nodosa was due specifically to the operation of any one of the 
suggested mechanisms. One of the two cases is the second on 
record in which periarteritic lesions occurred exclusively in 
the lungs. 
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American Journal of Hygiene, Baltimore 
§3:121-236 (March) 1951. Partial Index 


Immunization of Cotton Rats with Inactivated Lansing Poliomyelitis 
Virus: I. Inactivation by Chemical Agents. C. E. Schwerdt, G. W. A 
Dick, R. M. Herriott and H. A. Howe.—p. 121. 

Id.: II. Inactivation by Physical Methods. G. W. A. Dick, C. E. 
Schwerdt, W. Huber and others.—p. 131. 

The in Vitro Effect of Aureomycin and Chloromycetin on Cultures of 
Endamoeba Histolytica and Trichomonas Hominis: I. Ability of Anti- 
biotics to Prevent Growth and Multiplication of Organisms. J. G. 
Shaffer and J. Z. Biegeleisen.—p. 139. 

Id.: Il. Disappearance of Organisms from Cultures Treated with Anti- 
biotics. J. Z. Biegeleisen and J. G. Shaffer.—p. 146. 

*Further Studies on Preparation of Smallpox Vaccine by Chick-Embryo 
Method. G. J. Buddingh and C. C. Randall.—p. 152. 

Life History and Breeding Habits of Eye Gnat, Hippelates Pusio Loew, 
in Coachella Valley, Riverside County. R. W. Burgess.—p. 164. 

Diphtheria Immunization Studies of Students in Urban “t School. 
G. James, W. A. Longshore Jr. and J. L. Hendry.—p. 178 

Postinfection Murine Typhus Antibodies in Sera of Rodents. E. R. 
Rickard.—p. 207. 

Control of Anopheles Pseudopunctipennis in Mexico with DDT Residual 
Sprays Applied in Buildings: Part IV. Activity Pattern of Adult A. 
Pseudopunctipennis Theo. E. Bordas and W. G. Downs.—p. 217. 

Common Respiratory Disease in Recruits. P. E. Sartwell.—p. 224. 


Chick Embryo Method of Preparing Smallpox Vaccine.—A new 
method for the preparation of smallpox vaccine became avail- 
able with the successful propagation of vaccinia virus in the 
chorioallantois of the developing chick embryo. It is felt that 
the chick embryo may be safely substituted for the calf as a 
source for vaccine. Studies on the behavior of vaccinia virus in 
the chick embryo revealed the following points: 1. The best 
source for chick embryo-propagated smallpox vaccine is the 
36 to 48 hour membranal lesions obtained by carefully titrated 
inoculation of the 11 or 12 day chorioallantois. 2. A vaccine 
with the qualities of potent calf lymph can be prepared in quan- 
tity from the first passage in the chorioallantois. 3. Buffer saline 
serum is a superior protective diluent for smallpox vaccine pre- 
pared by the chick embryo method. 4. Smallpox vaccines pre- 
pared as 1-in-50 suspensions in buffer saline serum have keeping 
qualities superior to those prepared as 1-in-10 or 1-in-15 sus- 
pensions. The 1-in-50 suspensions meet the required standard 
potency titration tests after at least one year of storage at 0 
to 5 C. 


Am. Practitioner & Digest of Treatment, Philadelphia 
2:217-304 (March) 1951 
*Stellate Ganglion Block in Cerebral Thrombosis and Embolism: Pre- 
liminary Report. I. Sussman, R. Lempke and R. Wallace.—p. 217. 
Complications of Gastric and Intestinal Intubation. L. J. Kleinsasser. 
—p. 221. 


Endocrine Therapy in Treatment of Diseases of Prostate Gland. N. J. 
Heckel.—p. 228. 

Cytologic Examination of Gastric Washings. N. R. Bothereau.—p. 231. 

Injuries to Elbow Region. I. W. Kaplan.—p. 234. 

Normal Diet; Variations in Diseased Conditions, and in Management of 
Hepatic Diseases. S. P. Lucia and N. Simmonds. —p. 238. 

Hospitalization in Treatment of Neuroses. H. B. Smith and L. H. 
Smith.—p. 241. 

Evaluation of Sex Hormones in Treatment of Male Infertility. N. J. 
Heckel.—p. 247. 

Symptomatic Treatment of Common Cold. H. J. Johnson Jr.—p. 250. 

Pleural Eosinophilia with Special Reference to Its Association with 
Pulmonary Emboli. L. E. Danzig and R. H. Pope.—p. 254. 

Emotional Significance of Cancer: Psychiatric Conference. H. C. Shands, 
H. H. W. Miles and S. Cobb.—p. 261. 

Pulmonary Embolism—Present Status. W. F. Renner.—p. 266. 


Stellate Ganglion Block in Cerebral Thrombosis.—The rationale 
for the use of stellate ganglion block in the treatment of cere- 
bral thrombosis is that it causes dilatation of the cerebral ves- 
sels, thereby limiting the vasospasm and subsequent anoxic 
damage that usually follows occlusion of a cerebral vessel by 
a thrombus or embolus. Stellate ganglion block was done on 
alternate patients with a clinical diagnosis of cerebral throm- 
bosis or embolism admitted to the medical service of the Jer- 
sey City Medical Center. Twenty patients had stellate ganglion 
block, and 22 patients served as controls. The anterolateral 
approach and the infiltration and diffusion technique were used, 
so that the middle cervical ganglion was also blocked. A total 
of 56 blocks were performed. The procedure was repeated daily, 
until there was no further evidence of improvement or until 
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the patient’s symptoms cleared. Forty-five per cent of the con- 
trols died, but only 30% of those receiving stellate ganglion 
block died. Many patients noted varying degrees of improve- 
ment immediately following the block. One patient died as the 
result of the stellate ganglion block. A thorough knowledge of 
the anatomy of the region and a careful technique are required, 
so that such serious accidents may be avoided. 


Angiology, Baltimore 
2:1-84 (Feb.) 1951 


Effect of Sympathicolytic Drugs on Cardiovascular System in Man with 
Special Reference to Hypertension. R. H. Goetz. —p. 


*Prevention of Thromboembolism. L. Loewe, L. Berger and R. P. 
asser.—p. 26 


Effect of Adrenalectomy and DCA on Radioisotope Intramuscular 
Clearance and Distribution in Rat. F. R. Franke, J. B. Boatman and 
R. S. George.—p. 46. 

Photometrical Studies on Viscerocutaneous Reflexes with Vasoconstriction 


in Venous Capillaries (Wernoe’s Symptom) in Gall-Bladder Diseases. 
J. Adams-Ray.—p. 51 

Experimental Arterial Stenosis: Post Stenotic Dilatation and Collateral 
Blood Flow. J. Flasher, D. R. Drury and G. Jacobson.—p. 60 

Bilateral Dorsal Sympathectomy for Hyperhidrosis: Comparison of Re- 
sponse to Adrenalin and Pilocarpine of Pre-Ganglionic and Post- 
Ganglionic Sympathectomy in Same Patient. C. J. Mock and O. C. 
Julian.—p. 71. 


Trendelenburg Test: Recommended Changes in Terminology. A. M. 
Tunick.—p. 77. 


Prevention of Thromboembolism.—The authors believe that 
the frequency of thromboembolic disease in both medical and 
surgical patients warrants the adoption of broad prophylactic 
measures to reduce this incidence. In preoperative surgical pa- - 
tients the following procedures should be done routinely: re- 
duction of weight in the presence of obesity, correction of 
varicose veins if feasible, medical supervision of cardiac abnor- 
malities, correction of anemia, and administration of a diet with 
high carbohydrate and vitamin content. Recommended post- 
operative prophylactic measures include early ambulation, leg 
exercises in bed, avoidance of compression of calf veins, use of 
elastic stockings in those with varicose veins, and use of anti- 
coagulant drugs. Of these, repository heparin is the most suit- 
able because of its simplicity of administration, rapid and 
prolonged effect, wide margin of safety, and requirement of 
minimal laboratory control. Prophylactic vein ligation should 
be reserved for patients in whom anticoagulants might aggra- 
vate a bleeding tendency, and for chronically bed-fast 
patients who have thromboembolic potentialities. The entire 
program of postoperative prophylaxis should be applied to all 
patients who (1) have a history of thromboembolic or occlusive 
arterial disease, (2) are in cardiac failure, (3) have large hearts 
or auricular fibrillation, (4) are obese, debilitated, polycythemic, 
or anemic, and (5) are over 50 and have no specific contraindi- 
cation to anticoagulant administration. For the majority of nor- 
mal patients below the age of 50 prophylaxis can be withheld 
unless periodic examination of the lower extremities reveals 
early phlebothrombosis. The authors report a decrease in the 
incidence of thrombosis and pulmonary embolism in a series 
of 102 postoperative patients receiving prophylactic anticoagu- 
lant therapy as contrasted with 102 control postoperative 
patients. They outline specific prophylactic programs for post- 
partum and orthopedic patients and for those with myocardial 
infarction, auricular thrombus and embolization, or recurrent 
idiopathic thromboembolism. In addition, they suggest that 
repository heparin may be useful in the therapy of thrombo- 
angiitis obliterans, diabetic atherosclerosis, endarteritis obliter- 
ans, and frostbite. 


Arizona Medicine, Phoenix 
8:1-92 (March) 1951 


Indications for Resection in Pulmonary Tuberculosis. P. C. Samson. 
29 


—p. 29. 

Chloroma (Case Report). E. G. Lopez Quinones, R. Garcia B. and BE. 
Contreras.—p. 33. 

Treatment of Bursitis with Intravenous Iron Cacodylate. C. E. Bensema 
and A. N. Shoun.—p. 37 

Effect of Concentration of Sera on Serological Tests for Syphilis. E. L. 
Breazeale and L. F. Pierce.—p. 4 
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Arkansas Medical Society Journal, Fort Smith 


47:169-202 (March) 1951 


Meaning of Modern Pathology to the General Practitioner. A. Nettle- 
ship.—p. 169. 

State Hospital Problems in the Midwest. E. R. Smith.—p. 172. 

Major Trigeminal Neuralgia (Tic Douloureux). R. Watson.—p. 175, 


California Medicine, San Francisco 


74:151-224 (March) 1951 


An Evaluation of Cesarean Section. T. R. Nanninga and H. A. Stephen- 
son.—p. 151. 
Preliminary Studies of Gastrointestinal Tract with Colloidal Barium. 
F. Windholz, H. S. Kaplan and H. H. Jones.—p. 155. 
Treatment of Mediastinal Tumors. P. C. Samson and D. J. Dugan. 
. 161. 


* Antibiotics in Management of Staphylococcal Endocarditis: With Special 
Reference to Increasing Bacterial Resistance. D. C. Levinson, G. C. 
Griffith and H. E. Pearson.—p. 167. 

Private Practice—Health Department Relationships: How Can They Be 
Improved? E. L. Russel.—p. 171. 

Funnel Chest (Pectus Excavatum) in Infancy and Adult Life. A. L. Brown 
and O. Cook.—p. 174. 

The California Tumor Registry. L. Breslow, J. W. Ellis, M. C. Eaton and 
G. D. Kleinman.—p. 179. 

*Return of Vestibular Function Following Streptomycin Toxemia. J. S. 
Chase.—p. 185. 

Prevention of Injury From X-Radiation. F. R. Holden, E. Tochilin, C. H. 
Hine and L. Lewis.—p. 188. 

Therapeutic Perspective. J. R. Scholtz and C. Williamson.—p. 193. 

Thalassemia (Mediterranean Disease) Occurring in Filipinos and Chinese. 
J. M. Nilsson, H. Mills and G. W. Miners.—p. 195. 

Irradiation Treatment of Lymphoid Hyperplasia of Nasopharynx. J. B. 
Irwin.—p. 198. 

Antibiotics in Staphylococcic Endocarditis.—Eighteen patients 
with staphylococcic endocarditis were observed over a three 
year period. In nine of the cases the etiological organism was 
Staphylococcus aureus, and in the remaining nine it was 
Staphylococcus albus. Twelve patients died, six in each etiologi- 
cal group. Of those with Staphylococcus aureus endocarditis 
who survived, only one responded to 20,000,000 units of penicil- 
lin daily. The other two responded dramatically to aureomycin 
given in a dose of 1 gm. every four hours. Two of the three 
surviving patients with Staphylococcus albus endocarditis re- 
sponded to penicillin. In the third patient the organism was re- 
sistant to penicillin but relatively sensitive to aureomycin. Ther- 
apy consisted of penicillin in a dose of 2,000,000 units every 
three hours intramuscularly and 1 gm. of aureomycin every six 
hours. Within 24 hours after beginning of the therapy the 
temperature was restored to normal. In vitro bacterial sensi- 
tivity studies were done in 15 of the 18 patients. In 10, the 
organism was relatively resistant to penicillin. The infecting 
agent showed aureomycin sensitivity in three of four cases in 
which the organism was penicillin-fast. In one patient increasing 
resistance to aureomycin developed during therapy. Intially 5 7 
of aureomycin per cubic centimeter of culture were required 
for in vitro inhibition. At the end of 10 days of aureomycin 
therapy, the amount necessary had increased to 40 7. Results 
of sensitivity studies and therapeutic response reported suggested 
that aureomycin may be effective when bacterial resistance to 
penicillin is observed. Staphylococcic resistance to aureomycin 
may develop. 


Vestibular Function Following Streptomycin Toxemia.—Of 62 
patients with pulmonary tuberculosis who were given 2 gm. 
of streptomycin daily for an average of 110 days, 42 had com- 
plete loss of vestibular response to caloric stimulation. In the 
great majority of cases, response returned in varying degrees 
over a period of two years. More patients weighing less than 
125 pounds (56.7 kg.) lost response than did heavier patients, 
and the rate of loss was also higher among patients aged over 
45. Response returned earlier in the younger patients than in 
the older. Of 215 patients with pulmonary tuberculosis who 
were given 1 gm. of streptomycin daily for an average of 110 
days, 18 had complete loss of vestibular response to caloric stim- 
ulation. Sixteen regained response within a year, one in 17 
months and one was lost to study. 
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Cancer, New York 


4:1-220 (Jan.) 1951. Partial Index 


Duration of Life in Untreated Cancer. M. B. — —p. 1. 

My Conception of Cellular Nevi. P. Masson.—p. 

*Study of Natural History of Acute Leukemia as "Special Reference to 
Duration of Disease and Occurrence of Remissions. C. M. Southam, 
L. F. Craver, H. W. Dargeon and J. H. Burchenal.—p. 39. 

Arrhenoblastoma: Incidence of Malignancy and Relationship to Preg- 
nancy, to Sterility, and to Treatment. C. T. Javert and W. F. Finn. 

60 


—p. 60. 

Embryological Tumor of Retinal Anlage Involving Skull. B. E. Clarke 
and H. Parsons.—p. 

Third Case of So-Called ‘Retinal Anlage Tumor. H. Martin and F. W. 
Foote Jr.—p. 86. 

Case for Prophylactic Neck Dissection. H. Martin.—p. 92. 

Composite Operation for Radical Neck Dissection and Removal of 
Cancer of Mouth. G. E. Ward and J. O. Robben.—p. 98. 

Replacement of Lining to Oral Cavity Following Surgery. M. T. Edger- 
ton Jr.—p. 110. 

Resection of Bony Thoracic Wall for Solitary Hematogenous Metastatic 
Tumors. G. N. J. Sommer Jr.—p. 120. 

Effect of Portal Cirrhosis on Development of Carcinomas. J. W. Hall 
and Shao-Chien Sun.—p. 131. 

Hormone-Treated Primary Operable Breast Carcinoma: Pathological 
Study of 33 Cases. J. T. Godwin and G. C. Escher.—p. 136. 

Carcinoma in Situ of Right Lower Bronchus: Case Report. G. N. 
Papanicolaou and I. Koprowska.—p. 141. 

*Cytological Diagnosis of Mammary Cancer Associated with Incipient 
Paget’s Disease of Nipple. M. J. Eisen and R. H. Taft.—p. 150. 

New Perspectives in Cancer Cytology. C. Barigozzi and G. Dellepiane. 
—p. . 

Virus-Like Bodies in Human Cancer. Electron-Microscope Study of 
Filterable Components of Normal and Neoplastic Tissue. J. D. Fox. 
—p. 168. 

Relationship of Cancer to Phosphate Loss of Erythrocytes. A. F. Reid 
and E. B. Ryan.—p. 184. 

Anabolic Metabolism of Radioactive Sulfate by Animal Tissues in Vitro 
and in Vivo. L. L. Layton.—p. 198. 


Natural History of Acute Leukemia.—A study was made of 114 
male patients and 58 female patients with acute leukemia. The 
patients were between the ages of 2 months and 73 years and 
were seen at Memorial Hospital, New York, from 1926 through 
1948. Twenty-two of these patients were admitted after May 
1948 and were treated with pteroylglutamic acid (folic acid) 
antagonists. They were excluded from the total group of 172 
patients for computation of survival times and remissions but 
were included in all other analyses. Symptoms, signs, and hema- 
tological data were briefly considered. It was found that 8.7% 
of the 150 patients had some degree of temporary remission 
but that only 4% had complete temporary remissions. No pa- 
tient in this group had more than a single remission. Remissions 
appeared unrelated to type of preceding treatment or to infec- 
tion. Mean survival time from the onset of symptoms was 20.3 
weeks. The longest survival was 58 weeks, but 50% of the 
patients were dead by 17 weeks and 90% by 36 weeks. Roent- 
gen therapy, nitrogen mustards, radioactive phosphorus, and 
urethane were all without significant therapeutic effect. Im- 
proved supportive measures, such as antibiotics and generous 
use of blood transfusions, appear to have caused a slight but 
significant increase in survival time. Sixteen illustrative cases 
are reported in detail. 


Cytological Diagnosis of Breast Cancer with Paget’s Disease.— 
The occurrence of intraductal cancer of the breast associated 
with beginning Paget’s disease of the nipple in a woman aged 
41 is reported. There were no palpable masses in the breast. 
The intraductal mammary cancer was not clinically detectable 
by the usual means, and the diagnosis of the neoplasm was first 
established by cytological examination of smears made from a 
discharge collected from the mouth of the lactiferous duct. The 
smears were prepared according to Papanicolaou’s technique, 
and cancer cells were identified in the material. Intermittent dis- 
charge from the nipple, the symptom of the intramammary 
lesion, preceded by six months the appearance of an erosion of 
the apex of the nipple, a biopsy of which revealed the character- 
istic evidence of Paget’s disease. This sequence lends additional 
support to the view that Paget’s disease of the nipple is secondary 
to intramammary carcinoma. 
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Circulation, New York 


3:321-480 (March) 1951 


*Acute Nonspecific Pericarditis: Clinical, Laboratory and Follow-up Con- 

siderations. D. B. Carmichael, H. B. Sprague, S. M. Wyman and 
 E. F. Bland.—p. 321. 

*Effect of Choline upon Experimental Canine Arteriosclerosis. J. D. 
Davidson, W. Meyer and F. E. Kendall.—p. 332. 

White Thromboembolism in the Hamster Cheek Pouch after Trauma, 
Infection and Neoplasia. B. R. Lutz, G. P. Fulton and R. P. Akers. 
—p. 339. 

*Beriberi Heart in lowa Veterans. C. H. Gutenkauf.—p. 352. 

Mural Thrombosis and Arterial Embolism in Mitral Stenosis. Clinico- 
pathologic Study of 51 Cases. R. A. Jordan, C. H. Scheifley and 
J. E. Edwards.—p. 363. 

Variations in Electrocardiographic Responses during Exercise. Studies 
of Normal Subjects Under Unusual Stresses and of Patients with 
Cardiopulmonary Diseases. P. N. G. Yu, R. A. Bruce, F. W. Love- 
joy Jr. and M. E. McDowell.—p. 368. 

Determinants of Impairment of Cardiac Filling During Progressive 
Pericardial Effusion. W. E. Nerlich.—p. 377. 

Isolation of Hypertension from Circulating Blood of Normal Dogs with 
Experimental Renal Hypertension by Dialysis in Artificial Kidney. 
L. T. Skeggs, J. R. Kahn and N. P. Shumway.—p. 384. 

Intracardiac Manometer: Its Evaluation and Application. E. J. Ellis, 
O. H. Gauer and E. H. Wood.—p. 390. 

Lack of Effect of Oral Doses of Cinchona Alkaloids on Circulation of 
Dogs with Renal Hypertension: Contrast to Their Action in Neuro- 
genic Hypertensin. I. Greene and E. P. Hiatt.—p. 399. 

Effect of Digitoxin on Sodium Excretion, Creatinine Clearance and 
Apparent Cardiac Output. M. J. Greve, E. E. Eddleman Jr., K. Willis 
and others.—p. 405. 

Studies of Tissue Response to Injections of Enzymes: V. Development 
of Subcutaneous Nodular Masses, and Plasma and Tissue Hexosamine 
Changes Following Subcutaneous Injection of Streptokinase. S. T. 
Schlamowitz and A. C. DeGraff.—p. 413. 

Studies on Spread of Excitation Through Ventricular Myocardium. 
R. D. Pruitt, H. E. Essex and H. B. Burchell.—p. 41 

Extremity and Circumferential Chest Lead Electrocardiogram in Induced 
Acute Coronary Insufficiency. K. Chesky, A. M. Master, H. S. Arai 
and L. Pordy.—p. 433 

Characteristics of Unipolar Precordial Electrocardiogram in Normal 
Infants. R. F. Ziegler —p. 438. 

Emotion and Circulation. M. D. Altschule.—p. 444. 


Acute Nonspecific Pericarditis Thirty-five male and 15 female 
patients between the ages of 10 and 70 with acute nonspecific 
pericarditis are reported on. Forty-five of these patients were 
followed up for two to 18 years. The commonest presenting 
complaint was pain generalized over the entire anterior chest 
or limited to certain areas of the chest. The variable nature of 
the pain and the difficulty of differentiating it from the pain of 
other cardiac and pulmonary diseases was apparent. Malaise, 
fever, cough, and dyspnea were the commonest accompanying 
complaints. A pericardial friction rub, the physical finding of 
greatest significance in the diagnosis of this disease, was heard in 
37 patients. Enlargement of the cardiac shadow was observed 
in 25 instances, and pleural fluid was also noted in 14 instances. 
Follow-up examination showed that in general the majority of 
the patients were in excellent health. Six patients had recur: 
rences, and a recurrence was suspected in three additional pa- 
tients. In general, recurrences were of less intensity and of 
shorter duration than the initial illness. One patient died of 
chronic hypertensive cardiovascular disease, which had been 
present for years prior to the episode of acute pericarditis. De- 
spite the excellent prognosis indicated by the results of the fol- 
low-up examinations, residual significant electrocardiographic 
abnormalities were observed in six patients. Of 37 patients of 
whom x-ray follow-up examination was made, three had left 
ventricular enlargement and six had prominent left ventricle 
without cardiac enlargement. There was pericardial calcification 
in only one patient, and fluoroscopy revealed a diminution in 
the amplitude of cardiac contraction, but there was no evidence 
of impaired function. The prevailing theories of causation of 
acute nonspecific pericarditis include virus or tuberculous in- 
fection of the pericardium and pericardial response to unknown 
toxins or hypertension. 


Choline and Experimental Canine Arteriosclerosis.—Studies 
were made on the possible therapeutic effect of large amounts 
of dietary choline on arteriosclerosis produced in dogs by a 
regimen of cholesterol and thiouracil feeding. Three dogs were 
used for a 14 month pilot experiment and six dogs for a later 
four month experiment. In the serum level of cholesterol or 
phospholipids, in the degree of fatty infiltration of the liver, 
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and in the extent and severity of the arterial lesions, dogs re- 
ceiving the largest amount of choline that they could tolerate 
did not differ from control dogs receiving no added choline. 


Beriberi Heart in lowa Veterans.—Five alcoholic veterans be- 
tween the ages of 32 and 39 showed signs compatible with a 
diagnosis of beriberi heart disease, namely, cardiac failure, 
polyneuritis and cardiac enlargement. None of these Iowa resi- 
dents had been a prisoner of the Japanese. In the occident, al- 
coholism and a thiamine-poor diet are jointly responsible for the 
majority of cases of beriberi. The thiamine intake of each of 
the five alcoholics had been approximately 0.15 to 0.26 mg. per 
1,000 calories, while an average young adult requires 0.25 to 
0.35 mg. of thiamine per 1,000 calories of balanced diet. Four 
patients showed moderate improvement of signs of congestive 
failure with rest and the usual hospital diet. Specific therapy con- 
sisted of administration of thiamine in daily doses of 20 mg. in- 
tramuscularly and 20 mg. orally. In addition, a high protein 
diet was given with oral and parenteral supplements of all vita- 
mins. All patients improved after treatment, and, in two in- 
stances, there was significant reduction in cardiac size. Edema 
and symptoms of congestive failure disappeared in seven to 10 
days, but two patients had persistent tachycardia for several 
weeks. The loss of edema may have been accelerated in four 
instances by sodium restriction. Maximal decrease in heart size 
occurred in from one to two months. Although none of the 
author’s patients had a control period of thiamine-free diet, 
their response to therapy was typical of beriberi heart disease. 
Because beriberi is a reversible form of heart disease, as shown 
by these five patients, its early diagnosis is important. 


Experimental Medicine and Surgery, Brooklyn 


9:1-206 (Feb.) 1951. Partial Index 
Electron-Histology of Heart Elements of Heart and Blood of “Mouse. 
B. Kisch and J. M. Bardet.—p. 1. 
Ventricular Complex in Direct Leads from Auricles and Great Vessels. 
F..M. Groedel, M. Miller and P. R. Borchardt.—p. 48. 
Moniliasis of Female Genital Tract (Etiological and Experimental Obser- 
vations). Y. M. Bromberg, A. Brzezinski and F. Raubitschek.—p. 79. 
a Adsorption Therapy in Food Poisoning. A. L. Lichtman. 


—Pp 
Comparative Effects of Growth Hormone and Liver Residue on Gain in 
Body Weight of Immature Hyperthyroid Rats. B. H. Ershoff.—p. 98. 
Adrenal and Thyroid Weights in Rats Following High Protein Diets and 
Testosterone Propionate. J. H. Leathem.—p. 138. 

Heart Murmurs Recorded Intrathoracically. F. M. Groedel and P. R. 
Borchardt.—p. 144. 

Influence of Globulin on Resolubility of Albumin Dried from Solved 
State. R. Willheim, B. Luwish-Harrison and O. Willheim.—p. 167. 

Choline Excretion in Patients With and Without Diseases of Liver and in 
Carcinoma of Gastro-Intestinal Tract: Clinical Studies of Liver Dys- 
function. L. Pelner, §. Waldman, J. Berke and others.—p. 177. 

Proof of Early Utilization of Fat Administered Intravenously into Human 
Subjects. B. G. P. Shafiroff, J. H. Mulholland and J, Baker.—p. 184. 


Journal of Allergy, St. Louis 


22:99-194 (March) 1951 


Effect of ACTH on Immediate Skin Reaction and Passive Transfer Test 
in Man. W. Leith, M. J. Graham and W. S. Burrage.—p. 99. 

Relationship of Etiologic Factors in Asthma in Infants and Children. 
R. Chobot, I. H. Uvitsky and H. Dundy.—p. 106. 

Interstitial Mediastinal Emphysema Due to Bronchial Asthma: Case 
Report. I. S. Kahn and J. W. H. Rouse.—p. 111. 

Vascular Allergy: Experimental Studies on Allergic Thrombosis of 
Retinal Veins. P. De Muro and M. Focosi.—p. 114. 

Allergenic Fractions of Low Ragweed Pollen: II]. Some Immunologic, 
Electrophoretic, and Chemical Characteristics of Diffusates. M. H. 
Loveless, I. Wright and A. Ryan.—p. 120. 

Small Intestine Roentgen Studies in Food Allergy. M. J. Lepore, L. C. 
Collins and W. B. Sherman.—p. 146. 

Studies in Bacterial Allergy: IV. Transitory Nature of Desensitization 
of Passively Sensitized Guinea Pig Uterus with Bacterial Hapten, with 
Note on 95 Per Cent Oe—S Per Cent COs as Aerating Mixture. 
O. Swineford Jr. and R. J. Reynolds.—p. 156. 

Studies on Mechanism of Fatal Anaphylaxis in Rabbit. S. G. Cohen, 
F. R. Franke and E. L. Karlson.—p. 160. 

Isolation of Isoquercitrin from Giant Ragweed Pollen: Electrophoretic 
Pattern and Biologic Activity of Pigment. F. A. Stevens, D. Moore 
and H. Baer.—p. 165. 

Studies in Contact-Dermatitis: VIII. Effect of Feeding of Antigen on 
Subsequent Development of Skin Sensitization. M. Grolnick.—p. 170. 

Polien Tannate Suspended in Peanut Oil with Aluminum Monostearate 
in Treatment of Hay Fever. H. L. Naterman.—p. 175. 

Vitamin Bis Therapy in Allergy and Chronic Dermatoses. S. W. Simon. 
—p. 183. 
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J. American Med. Women’s Assn., Nashville, Tenn. 
6:83-124 (March) 1951. Partial Index 


SYMPOSIUM ON SCHOOL HEALTH 

Present Day Concept of School Health Programs. C. A. Brown.—p. 83. 

School Health Services in Philadelphia. R. H. Weaver.—p. 87. 

College Health Program. M. J. Nelson.—p. 94. 

Family Life and Sex Education: Program in Los Angeles Public Schools. 
H. B. Randall.—p. 96. 

a" Child Guidance Clinic: Role of School in Its Functioning. 

A. Gronlund.—p. 

Flee of Children with Heart Disease: Denver Public School 

Health Program. M. Doster.—p. 101. 


School Health Program for Children with Heart Disease.— 
The high death rate from rheumatic heart disease among school 
children in Colorado and in Denver stimulated special interest 
in this disease. A rheumatic fever diagnostic service was de- 
veloped. The Colorado Heart Association directs the policies of 
the clinic and has assumed an increasing share of the expense. 
Work of the clinic greatly sharpened the awareness of both the 
physicians and the general public to the problems of heart dis- 
ease in children. During the first four years of its operation, 
3,235 children were referred to the Denver Rheumatic Fever 
Diagnostic Service; 16.2% were shown to have rheumatic heart 
disease, and 6.2% were proved to have congenital heart defects. 
A small group were considered to have potential rheumatic 
heart disease and are being watched. Children classified as having 
possible, potential, or proved rheumatic heart disease are 
urged to have reexaminations the next year, or even sooner if 
evidences of the rheumatic state recur or other adverse condi- 
tions intervene. The prevention of false cardiac cripples is as 
important as adequate care in the real cardiac cases. In this se- 
lected group of children with heart murmurs or evidences of the 
rheumatic state, 67.3% had no cardiac disease. Children with 
active rheumatic fever are placed under medical treatment at 
once, either in private hospitals, at home, or in clinics. Children 
with congenital heart disease face a far brighter future than even 
a decade ago. 


Journal of Applied Physiology, Washington, D. C 
3:513-572 (March) 1951 


Effect of Adrenaline on Resistance to Gas Flow in Respiratory Tract 
and on Vital Capacity of Normal and Asthmatic Subjects. ™ | 
Sheldon Jr. and A. B. Otis.—p. 513. 

Alveolar-Arterial Oxygen Difference—Comparison of Two Methods. B. 
G. Ferris Jr., H. A. Kriete and B. C. Kriete.—p. 519. 

Composition of Alveolar Air and Volume of Pulmonary Ventilation 
During Long Exposure to High Altitude. R. L. Riley and C. S. 
Houston.—p. 526. 

Positive and Alternating Positive-Negative Pressure Resuscitation from 
Curare Poisoning. S. W. Handford and N. V. Ricchiuti.—p. 535. 

Clot-Accelerating Property of in Vitro Epinephrine and Nor-Epinephrine 
on Whole Blood Coagulation. J. M. Waldron.—p. 554. 

Pteroylglutamic Acid Clearance in Normal Adults. C. W. Denko. 
—p. 559. 

a Differences in Some of Physical Properties of Human Femur. 

. Evans and M. Lebow.—p. 563. 


Journal Clin. Endocrinology, Springfield, Ill. 
11:119-234 (Feb.) 1951 


Cortisone plus Insulin in Palliative Treatment of Rheumatoid Arthritis: 
ew Study. E. Henderson, J. W. Gray, M. Weinberg and others. 

Induction and Maintenance of Decidual Changes with Progesterone and 
Estrogen. R. C. Long and J. T. Bradbury.—p. 134. 

Effect of Steroid Hormones in Rheumatic Heart Disease. T. F. Brewer. 
—p. 146. 

Adrenal Cortical Metabolism in Chronic Liver Disease. A. M. Bongio- 
vanni and W. J. Eisenmenger.—p. 152. 

Effect of Testosterone on Pituitary-Adrenal Cortex Mechanism in Non- 
cancerous and in Breast Cancer Subjects. W. W. Faloon, L. A. Owens, 
M. C. Broughton and L. W. Gorham.—p. 173. 

Pituitary-Adrenal Relationship in Full-Term and in Premature Infants, as 
Evidenced by Eosinophil Response. J. W. Jailer, A. S. H. Wong and 
E. T. Engle.—p. 186. 

Adrenal Cortical Changes in Rats with Various Types of Experimental 
Hypertension. H. W. Deane and G. M. C. Masson.—p. 193. 

Methylandrostenediol: Protein-Anabolic Steroid with Little Androgenic 
Activity, G. S. Gordan, E. Eisenberg, H. D. Moon and W. Sakamoto. 
—p. 209. 

Observations on Use of Male North American Frog (Rana Pipiens) in 
Pregnancy Diagnosis. S. L. Robbins.—p. 213. 

Pituitary Infantilism Treated with Purified Growth Hormone, Thyroid, 
and Sublingual Methyltestosterone: Case Report. F. R. Escamilla and 
L. Bennett.—p. 22 
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— State Medical Society Journal, Lansing 
50:225-344 (March) 1951 

Development, Use and Effects of Atomic Energy. M. Miller.—p. 253. 

Instrumentation. K. E. Corrigan.—p. 

Pathologic Changes Produced by Radiation Effects of Atomic Bomb. 
O. A. Brines.—p. 262. 

Blood Procurement in Time of Disaster. D. H. Kaump and J. A. Kasper. 
—p. 264. 

Medical Problems of Evacuation. A. B. McGraw and J. E. Cole.—p. 267. 

Decontamination. L. E. Holly.—p. 2 

Survival Shelters, Emergency Supplies and First Aid Kits. J. J. Grebe. 

. 271. 


Management of Patients Burned by Atomic Explosion. M. M. Musselman 
and R. E. L. Berry.—p. 275. 
Psychiatric Aspects of Civilian Defense. R. W. Waggoner and L. E. 
Himler.—p. 278. 
Doctor’s Responsibility in Atomic Diseases. V. A. Getting.—p. 282. 
Mass Blood Typing Program of Jackson, Michigan. J. H. Ahronheim. 
288. 


Outline of Medical Defense Activities in Wayne Medical Society. C. D. 
Benson and M. L. Lichter.—p. 289. 
Take Cover! Atomic Bomb! R. A. Atlas.—p. 294. 


Minnesota Medicine, St. Paul 


34:193-280 (March) 1951 
Human Relations—International and Local. W. Ogden.—p. 213. 
Fertility in Cryptorchids. C. E. Rea.—p. 216. 
Minnesota Reports Heart Disease. D. S. Fleming and B. Wolcyn.—p. 218. 
Chronic Alcoholic and Antabuse Therapy. J. V. Wallinga.—p. 221. 
Assassination and Gunshot Wound of President James A. Garfield. 
O. W. Parker.—-p. 227. 
Spontaneous Pneumothorax Complicating Bronchial Asthma Due to 
Wood Dust. J. S. Blumenthal.—p. 234. 


Neurology, Minneapolis 
1:1-98 (Jan.-Feb.) 1951 
Past, ee and Future of Neurology in the United States. P. Bailey. 


Anisosthenia. R. Bing.—p. 10. 

Pendulousness of Legs as Diagnostic Test. R. Wartenberg.—p. 18. 

Electroencephalogram in Intracranial Aneurysms. E. Roseman, B. M. 
Bloor and R. P. Schmidt.—p. 25. 

Spinal Cord Tumors with Minimal Neurologic Findings. F. P. Moersch, 
W. M. Craig and L. A. Christoferson.—p. 

Role of Birth Injury and — in Idiopathic Epilepsy. J. M. Nielsen 
and C. B. Courville.—p. 

Polycythemia Vera and te System. D. R. Johnson and W. S. Chal- 
gren.—p. 53. 

Newer Drugs in Treatment of Parkinsonism. L. J. Doshay and K. Con- 
stable.—p. 


New England Journal of Medicine, Boston 


244:347-384 (March 8) 1951 


Gall-Bladder Surgery in Community Hospital. R. H. Thompson.—p. 347. 

*Interstitial Myocarditis in Children. C. G. Tedeschi and T. D. Stevenson 
Jr.— 

Treatment Results in Major Psychoses: Report of Boston Psychopathic 
Hospital. J. S. Bockoven, M. Greenblatt and H. C. Solomon.—p. 357. 

Caries-Producing Effect of Similar Foods Grown in Different Soil Areas. 
A. E. Nizel and R. S. Harris.—p. 361. 

Medicine as Social Instrument: Organization of Medical Care. F. Gold- 
mann.—p. 363 


Interstitial Myocarditis in Children.—The occurrence of inter- 
stitial myocarditis in two children, one aged 11 months and 
the other six weeks, is reported. In both cases endocardium and 
epicardium appeared to be involved in the inflammatory process, 
although less extensively than the myocardium. Since this has 
been shown by others in similar cases, a revision of the belief 
that endocardium and epicardium are spared in this condition 
is indicated. Signs of an upper respiratory infection were the 
outstanding symptoms in the first case and signs of a gastro- 
intestinal disorder in the second case. There was an interval 
of 26 hours in the first case and four days in the second case 
between the onset of the symptoms of illness and death, which 
occurred suddenly and unexpectedly. Interstitial pneumonia was 
a concomitant observation in both cases. The causative agent 
could not be demonstrated in either case. An analysis of the fea- 
tures of these and similar cases cited in the literature suggests 
that so-called isolated myocarditis in children is, in reality, a 
manifestation of a more generalized disease process and that a 
number of factors and agents irrelevant and apparently of a mild 
nature per se may lead under special circumstances or in pre- 
disposed persons to severe myocardial complications. 
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Ohio State Medical Journal, Columbus 


47:217-236 (March) 1951 


*Endemic Amebiasis. R. L. Frazier. —p. 217. 

Weil’s Disease: Case Report. O. F. Rasenow and D. R. iaietdsiies 223. 

Study of Some Clinical Aspects of Spinal Analgesia. E. B. Depp. 
—p. 225. 

Present-Day Practice in Obstetric Analgesia. G. J. Andros.—p. 228. 

Diagnosis of Correctable Forms of Congenital Heart Disease. H. A. 
Zimmerman.—p. 232. 


Endemic Amebiasis.—Frazier found 568 cases of endemic 
amebiasis among 3,000 patients at a school for the mentally 
deficient in Orient, Ohio, between 1946 and 1949. The disease 
is apparently endemic in humans, with increased incidence in 
areas of poor sanitation. Heretofore, there have been no fac- 
tually based estimates on its incidence in this Ohio area. The 
incidence of endemic amebiasis in newly admitted patients was 
significant. The higher incidence within the institution was 
caused by patients of infantile and childish levels of hygienic 
behavior. The disease is most frequent in patients of lower men- 
tal levels. The frequency among idiots was three times that 
among morons, and among imbeciles it was twice that of morons. 
Sex difference was pronounced, with a ratio of 10 affected males 
to one affected female. Early in the study, the predominant 
symptoms were those of diarrhea or dysentery with varying 
degrees of physical deterioration. Later, pallor, weight loss, and 
abdominal pain became signs of greater frequency. These signs 
were not always associated with diarrhea or dysentery. Irritabil- 
ity, anorexia, headache, fatigability, or emotional depression 
may appear to dominate the picture. Although the signs and 
symptoms may be characteristic, they are not pathognomonic. 
Diagnosis rests on identification of the organism in the stools 
by microscopic examination. Acute and chronic appendicitis, 
hemorrhage, colitis, anemia, hepatitis, cholecystitis, malnutri- 
tion, and carcinoma present problems in differential diagnosis. 
The mere presence of the ameba does not explain the patient's 
symptoms, and further diagnostic work, including therapeutic 
tests, is required. All cases, symptomatic or not, should be 
treated, since extensive pathology may occur without obvious 
symptoms. Three classes of drugs were used in these cases: 
(1) the oxyquinolines, in the form of diiodohydroxyquinolone 
(diodoquin®), chiniofon, or iodochlorhydroxyquin (vioform®); 
(2) an arsenical in the form of carbarsone, and, within certain 
limitations, (3) the ipecac derivative emetine hydrochloride. Im- 
provement was usually noted in two or three days, and symp- 
toms were controlled in a week or two. Permanent elimination 
of the organism often required prolonged and varied treatment. 
There were four deaths in 76 cases in 1946; these were diagnosed 
late in the course of the disease, before adequate therapy could 
be used. There were four deaths in the years 1947-1949. Frazier 
further reports that the newly developed drugs chloroquine and 
the thioarsenites offer promise in the therapy of endemic 
amebiasis. 


South Carolina Medical Assn. Journal, Florence 


47:91-120 (March) 1951 
Acute + ga ata Laryngotracheobronchitis: Statistical Study. A. Berry. 


Unusual Cause of Tinnitus: Case Report. R. W. Lominack and C. J. 
Lemmon Jr.—p. 96. 


Use of Methyl Testosterone in Premature Infants. C. G. Castles Jr. and 
J. I. Waring.—p. 97. 

Surgery of Newborn. N. D. Ellis.—p. 99. 

Cancer of Larynx. R. W. Hanckel Jr.—p. 100. 


Texas State Journal of Medicine, Fort Worth 


47:131-208 (March) 1951 


Jaundice: I. Problem in General Surgery. H. K. Gray.—p. 135. 
Id.: II. Its Relationship to Pregnancy. C. T. Javert and R. C. Morrison. 
7 


. 137. 
Id.: Ill. Pathologic Aspects. F. W. Konzelmann.—p. 142. 


Id.: IV. Distant Appraisal of Yellow Fever Vaccine Hepatitis. E. L. 


Stebbins.—p. 146. 
Colpocleisis. A. M. Faris and A. L. McMurrey.—p. 149. 
Treatment of Female Sterility. C. C. Boehler.—p. 151. 
Prolonged Labor: Analysis of 102 Cases at Hermann Hospitel. C. A. 
. Durham.—p. 154... 
Necropsy Authorization in Texas. L. S. Smith and M. H. Grossman. 
—p. 158. 


2:357-540 (March) 1951. 
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, U. S. Armed Forces Med. J., Washington, D. C. 


Partial Index 
Coronary Heart Disease in Midcentury with Note Concerning Its 
Military Importance. P. D. White.—p. 357. 


Neuropsychiatric Implications of Shiniedeay W. A. Hint and C. L. 
Wittson.—p. 365. 

Recent Advances in Military Ophthalmology. V. A. Byrnes.—p. 371. 

Eosinophil as Aid in Clinical Diagnosis. J. L. Sherman Jr.—p. 383. 

Emulsion of Hexachlorocyclohexane for Scabies. S. C. Pflug.—p. 399. 

Prevention of Air Sickness by Benadryl-Scopolamine Mixtures. H. I. 
Chinn, B. A. Strickland, O. H. Waltrip and S. H. Gainer.—p. 401. 

Surgical Correction of Mandibular Prognathism. O. W. Wickstrom and 
R. F. Huebsch.—p. 405. 

Bronchogenic Carcinoma: Study of 100 Microscopically Proved Cases. 
R. B. Brown, L. R. Riddle and M. B. Sullivan Jr.—p. 415. 

Carcinoma in Situ of Cervix Uteri. L. G. Roth.—p. 425. 

Amebiasis with Hepatic Abscess and Pleuropulmonary Involvement. 
R. A. Radke.—p. 437. 

Recurrent Subluxation of Ankle Joint. K. Dunlap and E. F. Wierzalis. 
—p. 445. 

Management of Craniocerebral Injuries. T. H. Green.—p. 455. 

Electromyography. C. D. Shields and J. H. Kuitert.—-p. 465. 

Talcum Powder Granuloma. S. J. Camarata, R. W. DuPriest, J. T. Rush 
and J. H. Forsee.—p. 469. 

Lipemia Retinalis. M. B. Sullivan Jr. and P. H. Pennypacker.—p. 479. 

Congenital Duodenal Atresia. W. L. Peterson and L. W. Bass.—p. 483. 

*Moth Ball Poisoning. S. M. Abelson and A. T. Henderson.—p. 491. 


Moth Ball Poisoning.—A boy 2 years, 9 months old was ad- 
mitted to the hospital because of anorexia and listlessness of four 
days’ duration and frequent vomiting of two days’ duration. 
This was followed by fever and flushing of the face. On the 
morning of admission he passed a quantity of port wine-colored 
urine, and his mother noticed pallor and a yellow tint of his 
skin. The tentative diagnosis was acute hemolytic anemia of 
Lederer. The mother stated that just prior to the onset of the 
child’s illness she had found him playing with moth balls. 
The hemolytic process continued from three to seven days, 
during which time transfusions were necessary to replenish 
the rapidly hemolyzed erythrocytes. To prevent crystallization 
of hemoglobin in the kidney with subsequent anuria the authors 
kept the urine alkaline by giving 0.6 gm. of sodium bicar- 
bonate every four hours. Since recovery was apparently com- 
plete with this therapy, a diagnosis of acute poisoning was sug- 
gested. Further observations will determine whether naphthalene 
poisoning is the most frequent cause of Lederer’s anemia. If 
symptoms like the ones described here occur in a child of the 
“poisoning age,” they should suggest naphthalene poisoning to 
the clinician. 


Virginia Medical Monthly, Richmond 
78:111-166 (March) 1951 
Recent Advances in Obstetrical Care. E. S. Groseclose.—p. 113. 
Endaural Approach for eo of Temporal Bone. F. D. Woodward 
and G. S. Fitz-Hugh.—p. 121. 
Early Functional Results in , eae of Hip: Comparison of Types of 


Treatment. Preliminary Report. E. B. Carpenter, F. A. Carmines and 
G. S. Taylor Jr.—p. 123. 


Care of the Premature Infant in Private Practice. A. M. Edmonds, E. L. 
Kendig Jr. and K. Bailey.—p. 128. 

Sacro-lliac Disarticulation (Hemipelvectomy)—Case Report. W. F. 
Becker.—p. 129. 

Toxicity of Antihistaminic Drugs: Case Report and Discussion. W. R. 
Chitwood and C. D. Moore.—p. 132. 

Pelvic Evisceration for Advanced Persistent or Recurrent Carcinoma of 
Cervix. A. Weinberg and J. B. Kaiser.—p. 136. 

Technique of Blood Pressure Determination in Children. W. H. Wood 
Jr.—p. 139 


Wisconsin Medical Journal, Madison 


$0:229-324 (March) 1951 


Multiple Sclerosis—Its Diagnosis and Treatment. A. B. Baker.—p. 245. 

Recent Advances in Use of BAL. E. L. Belknap.—p. 250. 

Twenty Year Analysis’ of Hysterectomies Performed in Rock County. 
T. H. Flarity and E. W. Reinardy.—p. 255. 

Advances in Treatment of Carcinoma of Cervix. M. J. Jordan.—p. 261. 

Recent Advances in Knowledge of Rickettsial Diseases. W. D. Sutliff. 

—p. 268. 

Ocular Manifestation of Boeck’s Sarcoid: Report | of Four Cases. A. G. 

and G. Anderson.—p. 279 
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British Journal of Dermatology, London 


63:43-82 (Feb.) 1951 


Endocrines in Dermatology. D. M. Dunlop.—p. 43. 
Sex Hormones in Dermatology. T. N. MacGregor.—p. 52. 
Case of Occupational Iron Pigmentation of Skin. P. % « Hare.—p. 63. 


Hoja Tisiolégica, Montevideo 
10:357-426 (Dec.) 1950. Partial Index 


*Treatment of Pulmonary Hydatid Cysts. V. Armand Ugén.—p. 369. 
*Radiology After Pneumothorax. R. Racine.—p. 407. 


Treatment of Hydatid Cyst of Lung.—From 1944 to 1950, 
Armand Ugé6n observed 190 cases of hydatid cyst of the lung. 
Treatment was surgical. In a first group of 129 patients the 
operation, performed by the transpleural route, consisted of 
enucleation of single unilocular hyalin cysts (78 cases) or re- 
moval of parasitic remains after recent rupture of the cyst (51 
cases). In a second group of 55 patients with multiple hyalin 
cysts localized in one lobe of the lung, with vomica formation 
far in the past or with bronchiectatic hydatid cavities, the treat- 
ment consisted of lobectomy (41 cases), atypical pulmonary re- 
section or cystectomy (10 cases), and pneumonectomy (four 
cases). In a third group of six patients puncture and drainage 
of the cyst were performed. In the whole group of 190 patients 
there were two deaths, one in the group of 10 patients who had 
atypical resection of the lung and one in the group of six patients 
who had puncture and drainage. The actual mortality rate of 
2% in the whole group as compared with 20% in the last decade 
shows the improved prognosis for the patients, which results 
from advance of surgical treatment of the disease. 


of Post-Pneumothorax.—Racine discusses the roent- 
gen aspects of the lung after discontinuation of pneumothorax 
in 55 patients of both sexes above the age of 10. The type of 
pulmonary tuberculosis for which pneumothorax. was estab- 
lished was cavitary in 36 cases and infiltrating in 19 cases. Col- 
lapse was good in 45 patients and partial in six. In four cases 
pneumothorax failed to collapse the diseased portion of the lung. 
The duration of collapse varied from less than six months to 
more than four years. Pneumothorax was discontinued because 
of clinical cure in 35 patients, pleurisy in eight, progressive 
pleuropulmonary adhesions in seven, contralateral pulmonary 
lesion in three, and abandonment of treatment by two patients. 
The author found that pneumothorax often produces irreversible 
parenchymatous or pleural lesions of the lung that are demon- 
strable roentgenologically. Pleural lesions include adhesions, 
pleurisy, and the complications of pneumolysis. Pleural lesions 
that are not seen by roentgen examination are visible by pleuros- 
copy. Pulmonary lesions are acute and diffuse in cases of dif- 
fuse pleurisy and are located at the bases of the lung only when 
the lesion is the result of a pleural synechia limited to the basal 
zone. Retraction of certain zones of the lung causes structural 
and morphological changes of the bronchi that are visible by 
bronchography. The author shows, by illustrations, the roentgen 
aspect of the reexpanded lung and the bronchographic changes 
caused by pneumothorax as he observed them in the afore- 
mentioned patients. 


Medizinische Welt, Stuttgart 


20:235-268 (Feb. 24) 1951. Partial Index 

Action of Aureomycin in Internal Diseases. W. H. Hauss and B. Veit. 
—p. 235. 

Absorption and Elimination of Paraaminosalicylic Acid (PAS) Following 
Inhalation. J. Vonkennel and G. Worth.—p. 238. 

*Paralysis Caused by Injections. H. Gliickert.—p. 244. 

Treatment of Coronary Diseases. W. Pahde.—p. 246. 

*Investigation on Problem of Soot Lung and on Injurious Effects of Pure 

Dust in Dust of Coal Mines. H. Gartner and F. W. Brauss. 

—p. 253. 


Paralysis Caused by Inj Acc g to one estimate, in- 
juries in connection with injections have an incidence of about 
one in 100,000, including abscesses, phlegmons, gas gangrene 
infections, and injuries to nerves. Toxicity of the injected drug 


case reports and trials of new drugs are usually omitted 


J.A.M.A., June 30, 1951 


or a wrong technique are responsible for the nerve injuries re- 
sulting in paralysis. Subcutaneous or intramuscular injections 
should never be made into the upper arm, because injury to the 
radial nerve is possible. Intravenous injections made into a vein 
in the bend of the elbow should not employ the basilic vein, 
because in cases of accidental paravenous injection the median 
and ulnar nerves are easily injured. In cases of intragluteal in- 
jection it is not only important that the injection be made in the 
upper external quadrant, but the direction of injection is also 
important, and it should never be made more than 4 or 5 cm. 
deep. When a nerve is injured during injection the patient may 
complain of a painful sensation as is experienced during elec- 
trization. Paralysis may be evident at once or may develop 
later. The prospects of complete recovery from paralysis are 
slight when the injection was made into the nerve. When the 
injection was made close to the nerve, large quantities of iso- 
tonic sodium chloride solution should be injected. In the milder 
cases of paralysis massage, electric treatment, and exercises 
might produce improvement. In serious injuries in which there 
is no sign of regeneration the nerve should be exposed, but 
only rarely will this be adequate to release the nerve from the 
constricting cicatricial tissues. If nervous conduction is com- 
pletely ‘epee resection and subsequent nerve suture may 
tri 


Soot ite and Effects of Coal Dust.—Roentgenologic exami- 
nations were made on the lungs of the employees of a plant 
producing lampblack (soot). Two types of soot were produced 
in the plant in question: so-called flame soot and gas soot. Ex- 
posure to the inhalation of soot was especially great in the 
workers who removed the soot from the flame-soot chambers 
and also in the workers who produce the gas-soot and in those 
who pack the soot. Of 189 workers who were thoroughly inves- 
tigated 13 had fully developed and 18 incipient pulmonary 
changes; that is, more than 16% had such changes. After com- 
menting on the importance of the length of exposure and the 
appearance of the roentgenologic shadows, the authors say that 
the inhalation of soot may continue without harmful effects. 
In some of the workers, roentgenologic changes appear in the 
lungs after many years of exposure, but functional impairment 
is minimal and the workers are able to continue in their occu- 
pation, so that the term dust-lung disease is really not justified. 
The harmfulness of pure carbon in the form of soot, graphite, 
or coal dust is evaluated from reports cited in the literature. 
Pneumoconiosis in coal miners differs according to region; for 
example, the coal miners in the Ruhr region, who are exposed 
more to rock dusts than the miners in South Wales, have a sili- 
cosis modified by coal dyst, whereas, in the mines of South 
Wales, the coal dust factor plays a more important part. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
95:265-332 (Jan. 27) 1951. Partial Index 
*Lobectomy, Segmental Resection, and Pneumonectomy for Pulmonary 

Tuberculosis: Observations on 200 Cases. L. D. Eerland.—p. 275. 
Serologic Reactions in Diagnosis of Rheumatic Diseases. S$. A. den Ouds- 
ten and P. E. van Loghem-Langereis.—p. 289. 
Pulmonary Resection in Tuberculosis.—Eerland describes his 
experiences in the course of 200 pulmonary resections that he 
has performed on tuberculous patients since May 1943. This 
number included 111 pneumonectomies, 73 lobectomies, and 
16 segmental resections. There were 110 men and 90 women. 
Resection may prove difficult in extremely obese patients, in 
patients who have been sick for years, and in those who also 
have extrapulmonary tuberculosis. This last factor is not a 
definite contraindication but makes caution essential. Resection 
may be technically difficult in patients who have undergone 
other collapse operations, particularly extrapleural pneumo- 
thorax or thoracoplasty. While the patient is being prepared for 
pulmonary resection, breathing exercises should be employed, 
and the patient should learn to control the thoracic as well as 
the abdominal respiration. Administration of the B complex 
vitamins and vitamin C is also advisable. Streptomycin is given 
from seven to 10 days before and may be continued for three 
or four weeks after the operation. Paraaminosalicylic acid is 
also of great value; it may be continued for from six to eight 
weeks after the operation. The postoperative mortality rate was 
4.5%. The death of nine patients was connected with the opera- 
tion; four died later. The sputum had become negative in 172 
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of the 187 patients who were still alive on Oct. 1, 1950. Of the . 


187 patients, the prognosis was definitely unfavorable in four, 
and 70 were still in the sanatorium. Of the 117 who had been 
discharged, 104 had resumed their occupations. 


Nordisk Medicin, Stockholm 


45:41-80 (Jan. 10) 1951. 


*What Is Mental Hygiene? J. W. Smitt. 41. 
Life Span of Erythrocytes Estimated by Differential Agglutination. K. Aas. 


Partial Index 


—p. 45. 
Roentgenologic Measurement of Pelvic Outlet. J. Asplund and S. Ydén. 

—p. 48. 
Dupuytren’s Contracture with Report on Familial Occurrence. C. L. 


rian Cancer as Complication in Pregnancy and Delivery. 
R. Feniger.—p. 61. 


What Is Mental Hygiene?—Smitt outlines some of the main 
features of the concept of mental health. The aim of the men- 
tal health movement, he says, is to help the individual to live 
harmoniously with his fellow men. The cultural patterns in 
large parts of the world will have to be modified. More consid- 
erate upbringing of children and kinder treatment of adults 
would probably decrease some biosocial problems, such as mal- 
adjustment of children, psychosomatic diseases, psychoses, neu- 
roses, alcoholism and criminality. The medical profession, to 
be adequate and up-to-date, must enter into biopsychosocial 
preventive work. The evolution of medicine in the direction of 
prevention is indicated by the establishment of the World Health 
Organization and the World Federation for Mental Health. 


Philippine Journal of Surgery, Manila 
5:95-136 (May-June) 1950. Partial Index 

*Relief of Pain by Prefrontal Lobotomy: Report of Four Cases. M. M. 
Javier and E. Lucas.—p. 95. 

Herniated Lumbar Nucleus Pulposus: Its Diagnosis and Surgical Manage- 
ment. R. H. Gustilo and A. E. Walker.—p. 99. 

Reoperations After Appendectomies. F. Guzman and V. Nafiagas.—p. 115. 

Why and How Early During Childhood Should Squinters be Operated 
on? G. de Ocampo.—p. 118. 


Prefrontal Lobotomy for Relief of Pain.—Javier and Lucas feel 
that when pain is accompanied by fear or anxiety or when it 
is followed by panicky conduct due to remembrance of previous 
racking experiences, then the patient is a good subject for 
lobotomy. Previous experiences with lobotomy suggest that the 
more posterior lobotomies are most effective in psychotic pa- 
tients, whereas more anterior ablations are more advantageous 
for the treatment of intractable pain, because the resultant per- 
sonality changes are less. The authors describe a modification 
in which the cut is made closer to the extreme frontal pole of 
the cortex. Their procedure is intermediate between the closed 
method of Freeman and Watts and the open technique of Lyerly, 
Poppen, Penfield, and others. The treatment was used in four 
patients with intractable pain from metastatic carcinoma, and 
it relieved pain and mental suffering without causing personality 
changes. The authors regard it as the operation of choice for 
relief of intractable pain and the associated mental suffering. 


Rassegna Medica Sarda, Cagliari 
§2:487-730 (Sept.-Dec.) 1950. Partial Index 
Comparative Study of Some Colloidal Lability Tests with Special Refer- 
ence to Hepatic Function. D. Casula and O. Boi.—p. 487. 
Meningioma of Clivus Producing a Syndrome of Lateral Amyotrophic 
Sclerosis: Clinical and Anatomic Study. G. M. Uccheddu.—p. 529. 
Hard Alveolar Carcinoma of Renal Pelvis. F. Santa Cruz and T. Lisai. 
—p. 549. 

*Central and Peripheral Hematological Picture in Normal and Pathological 
Subjects Treated with High Doses of Synthetic Chloramphenicol. G 
Binaghi, U. Carcassi and C. Pirastu.—p. 563. 

Calcified Splenic Hydatid Cyst. F. Santa Cruz.—p. 578. 


Effect of Chloramphenicol on H Picture.—The 
authors direct attention to the conflicting opinions in the litera- 
ture on the toxicity or lack of toxicity of synthetic chloram- 
phenicol on the blood and the blood-forming tissues. They 
studied the behavior of the myelogram, and they performed 
studies of the peripheral blood of two patients with brucellosis 
and two normal persons 24 hours before administration of 
chloramphenicol and 24 hours after completion of treatment. 
The drug was given orally, the racemic form to patients and 
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the levorotatory form to normal persons, in a total dose vary- 
ing between 45 and 53 gm. of the racemic drug, in nine and 12 
consecutive days respectively, and in a total dose of 25 gm. of 
the levorotatory form in five consecutive days. The results 
showed that chloramphenicol, in either the racemic or the levo- 
rotatory form, has no toxic action on the blood and blood- 
forming tissues, contrary to previous reports in the literature 
of a few cases, which were probably due to infection in patients 
with constitutional lability of the blood. 


South African Medical Journal, Cape Town 


25:37-52 (Jan. 20) 1951. Partial Index 
sivas ag Pharyngo-Oesophageal Perforation Due to Endoscopy. L. Knox 


—p. 37. 
Bilharziasis in the Transvaal: Its Diagnosis and Incidence. R. L. van 
Wezel.—p. 44. 


Phary Perforation in Endoscopy.—While per- 
foration of the esophagus after endoscopy has long been rec- 
ognized as a danger, particularly where there is a lesion such 
as a Carcinoma or a stricture, it is only in recent years that atten- 
tion has been drawn to perforation occurring in a healthy 
esophagus in the postcricoid area, i. e., at the pharyngoeso- 
phageal junction. A total of 17 postcricoid perforations follow- 
ing gastroscopy have been recorded. In the past most of these 
patients were treated expectantly. Of the 17 patients, 10 died. 
Goligher was the first to recommend urgent exploration of the 
pharyngoesophageal area, with immediate suturing of any tear, 
as soon as surgical emphysema is noted in the neck after endos- 
copy. A patient in whom Goligher did this made a satisfac- 
tory recovery. Knox here reports a case that leads him to 
give emphatic support to Goligher. Delay in operation led to 
an increase in the friability of the esophageal wall, with a con- 
sequent cutting through of the stitches. Failure to operate when 
surgical emphysema was noted was an error, since the degree 
and the rapid development of the emphysema should have indi- 
cated that the laceration was not small and therefore not likely 
to seal spontaneously. A delay of five months in the hope that 
natural closure of the fistula would occur achieved nothing but 
discomfort for the patient. 


Ugeskrift for Laeger, Copenhagen 
113:199-222 (Feb. 15) 1951. Partial Index 


*Comparative Investigations on Galli Mainini and Friedman Pregnancy 
Reactions. J. V. Thorborg.—p. 199. 

*Clinical Experiences with Mainini Test. Bufo Pregnancy Reaction. C. F. 
Felding.—p. 203. 

Leukemia in Children in Denmark 1942-1949. P. E. Andersen.—p. 205. 


Comparative Investigations on Galli Mainini and Friedman 

Reactions.—Comparing Galli Mainini’s pregnancy 
reaction in the common toad (the bufo reaction) with Friedman's 
pregnancy reaction in 1,042 cases, Thorborg found that the 
bufo reaction was slightly less sensitive than the Friedman test, 
but that all positive bufo reactions were correct. A positive bufo 
reaction is considered as certain as a positive Friedman reac- 
tion, or possibly more certain, but a negative Friedman reac- 
tion must be regarded as more certain than a negative bufo 
reaction. The Friedman reaction is to be preferred in cases in 
which a moderate gonadotropin excretion may be expected, i. e., 
at a very early stage of pregnancy, in the last half of pregnancy, 
and in extrauterine pregnancy. The advantages of the bufo test 
are its speed (about 24 hours as against 40 or 48 hours for the 
Friedman test), its inexpensiveness and simplicity, and the small 
space required for storing the toads. 


Clinical Experiences with Mainini and Bufo Pregnancy Tests. 
—Felding says that with due regard to its field of application, 
which on the basis of two years’ experience he sets at about 
six weeks after the last normal menstruation for the lowest 
limit and four months’ pregnancy for the upper limit, the bufo 
reaction proved reliable in 250 positive reactions. A positive 
reaction has always proved to be correct. The bufo test is less 
sensitive than the Friedman reaction and should be supple- 
mented by it if the result is negative and there is reason to sus- 
pect extrauterine pregnancy, very early pregnancy, or far ad- 
vanced pregnancy. Its advantage over other more sensitive 
tests is that the reaction to it more quickly becomes negative 
in incomplete abortion and probably also in missed abortion. 
It is readily performed and inexpensive. 
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BOOK REVIEWS 


The Neurosurgical Treatment of Traumatic Paraplegia. By J. Lawrence 
Pool, M.D., Professor of Neurological Surgery, College of Physicians and 
Surgeons, Columbia University, New York. Publication number 83, 
American Lecture Series, monograph in American Lectures in Surgery, 
edited by Michael E. DeBakey, M.D., Professor of Surgery, Chairman, 
Department of Surgery, Baylor University College of Medicine, Houston, 
Texas, and R. Glen Spurling, M.D., Clinical Professor of Surgery, 
University of Louisville, Louisville, Kentucky. Division of Neurosurgery, 
editor: Barnes Woodhall, M.D. Cloth. $3. Pp. 107, with 24 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
The Ryerson Press, 299 Queen St., W., Toronto 2B, 1951. 


Before World War II, patients who suffered a complete tran- 
section of the spinal cord rarely survived for more than a few 
weeks. Few patients who had suffered this type of injury re- 
covered sufficiently to become even partially rehabilitated. 
Deaths resulted from infected decubitus ulcers, infections of the 
urinary tract, or respiratory complications. Only two or three 
hospitals had the trained personnel, the equipment, and the 
financial resources necessary for the tedious task of rehabilitat- 
ing patients who were paralyzed because of spinal cord injuries. 
The paraplegic was indeed the “forgotten man.” 

During and since World War II, lessons learned and taught 
by Deaver, Rusk, Munro, Pool, and their colleagues have been 
used to develop other paraplegic rehabilitation centers. Several 
of the best of these are to be found in Veteran’s Administration 
hospitals. 

In this excellent monograph, Dr. Pool has briefly reviewed 
the history of paraplegia, its etiology and pathology, and in a 
very clear and concise manner has discussed diagnosis and treat- 
ment. Treatment, as outlined by Dr. Pool, begins with the place 
and time of injury to the patient and is carried through a recom- 
mended program of rehabilitation. All who treat traumatic 
paraplegia should have a copy of this splendid little book. 


Personnel Administration in Public Health Nursing. By William Brody, 
Director of Personnel, New York City Department of Health. Cloth. 
$3.25. Pp. 209, with 12 illustrations. C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1951. 


With expanded public health programs either contemplated 
or already under way, an increase in public health nursing per- 
sonnel can be expected. More emphasis will necessarily be 
directed toward sound principles of personnel management in 
dealing with this particular group. This volume stresses that 
personnel administration as an applied science can contribute 
as much to health administration as it has to other public and 
private, social and industrial services. Specific attention is di- 
rected toward those aspects of employment that are unique to 
a social and educational field like public health nursing. The 
author emphasizes that the person must be allowed the fullest 
possible personal and professional growth with stimulation and 
adequate appreciation of creativeness, special skills, and knowl- 
edge. Furthermore, individual personal differences in emotions, 
attitudes, and habits must be taken into account. 

Such subjects are discussed as types of service and methods 
of recruitment, selection, and service evaluation. The importance 
of inservice training and working conditions, which involve 
salary, leaves of absence, promotion, resignation, retirement, 
and dismissal, are considered briefly. 

This volume should serve to stimulate progressive thought and 
action in personnel administration in public health nursing. 
While it affords only a brief discussion of the many complex 
aspects of the field, it tends to emphasize those points which are 
most obviously vital to efficient administration. The volume is 
directed toward public health nursing practitioners and students 
and to all those associated with public health nursing in an 
administrative capacity. It should be of academic and practical 
interest to these groups. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


' matters of personal judgment, but some of them are serious 
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Heart Disease: Diagnosis and Treatment. By Emanuel Goldberger, 
B.S., M.D., Associate Attending Physician, Montefiore Hospital, New 
York. Cloth. $10. Pp. 651, with 90 illustrations. Lea & Febiger, 600 S. 
Washington Sq., Philadelphia 6, 1951. 


When a new book on heart disease is published, one may well 
ask why there is need for any more books on the subject in 
view of the plentiful supply of such treatises. It was with this 
point of view that this book was analyzed. In its favor is the 
fact that it is complete in its scope; its bibliography is up-to- 
date, and some of the illustrations and tables are very informa- 
tive, particularly those on fluoroscopy and electrocardiography. 
Furthermore, this book attempts to integrate into a pleasing 
whole the old traditional viewpoint of cardiovascular disease 
with the more modern methodologies which have sprung up 
recently, and in this effort, excellent coordination is achieved. 
The format is pleasing, although it might have been better not 
to have so many subheadings, and it might have been advisable 
to avoid having so many cross references (with page number) 
within the text. The text is also uneven, at times being some- 
what like a compend and at other times being rather lengthy 
and involved. It is, therefore, an uneven presentation, and some- 
times one has the feeling that there is not that maturity of judg- 
ment that is expected in a textbook on an important subject 
such as heart disease. Of course, there are many isolated items 
in the text with which one cannot agree; some of these are 


content errors. One gets the feeling that the author has read 
the literature extensively and has summarized a great deal of 
this in some areas without the benefit of a large amount of 
personal experience. 

The author starts out in the first section with the normal 
heart, methods of physical examination, and the special methods 
of laboratory examination. In the second section he presents 
the abnormal heart, its symptoms and signs, and the roentgeno- 
graphic, electrocardiographic, and other circulatory examina- 
tions. In the third section, he deals with cardiac syndromes like 
congestive heart failure, shock, syncope, the anginal syndrome, 
neurocirculatory asthenia, and the cardiac arrhythmias. In the 
fourth section, there is a systematic description of the cardiac 
abnormalities, with congenital heart disease as the starting point. 
This is followed by myocarditis, rheumatic fever, rheumatic 
heart disease, bacterial endocarditis, syphilitic and hypertensive 
heart disease, coronary heart disease, cor pulmonale, diseases 
of the pericardium and of the blood vessels, the heart in endo- 
crine disorders, tumors of the heart, and trauma. In the last 
section, he deals with such things as pregnancy, surgery, and 
employment. The scope of the book is ambitious, and if the 
author has not always come up to expectations, this should not 
deter from the fact that the reader will find this book of value 
as a reference source of the present state of knowledge. 


Organized Health Services in a Rural County. By Milton I. Roemer 
and Ethel A. Wilson. [This study was conducted as a cooperative research 
project between Monogalia County (West Virginia) Health Department 
and U. §. Public Health Service, States Relations Division.] Paper. Pp. 
144. Washington, D. C., 1951. 


This is a mimeographed brochure of considerable length and 
detail, dealing with the study of organized health services in 
Monongalia County, West Virginia. This study was conducted 
aS a cooperative research project between the county health 
department and the United States Public Health Service, with 
participation of West Virginia University departments of medi- 
cine, sociology, and social work. It should be of interest as a 
pattern for those interested in making similar studies or partici- 
pating therein. There is nothing in the brochure or in the ac- 
companying information to indicate whether it is available out- 
side the state and, if so, the price. Presumably the county health 
department or the States Relations Division of the Public Health 
Service would answer inquiries from interested persons. 
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of Pharmacy: A Guide and a Survey. By Edward Kremers, 
Ph.G., Ph.M., Ph.D., Sc.D., and George Urdang, Ph.G., D.Sc., ., Sc.D., 
Professor of History of Pharmacy, University of Wisconsin, 


adison,. 
Second edition. Cloth. $7.50. Pp. 622, with illustrations. J. B. Lippincott 


Company, 227-231 S. 6th St., Philadelphia 5; Aldine House, 10-13 Bedford 
St., London, W.C.2; 2083 Guy St., Montreal, 1951. 

This book is a completely revised and enlarged edition. It 
retains the approach characteristic of the original edition, 
which presents facts and events as part of an integrated picture 
of the development of pharmacy rather than the chronologic 
narration of historical details. While emphasis is placed on the 
history of American pharmacy and the contribution of its dis- 
ciples, a significant portion of the book is devoted to the develop- 
ment of pharmacy on the Continent and international pharma- 
ceutical trends. 

The volume is divided into four parts. The first part is devoted 
to the background of pharmacy in earlier civilization and its 
transition from ancient times through the Middle Ages. The 
birth of professional pharmacy in Europe and its development in 
the leading countries on the Continent comprise the second 
major portion of the book. Part three records the history of 
pharmacy in the United States. It is divided into two sections: 
the development of pharmaceutical practice from colonial times 
through the period of westward expansion, and an outline of 
the growth of associations, the rise of legislative regulation, the 
development of education, the literature, and the economic 
structure of American pharmacy. Part four highlights the dis- 
coveries, inventions, and other contributions to society by 
pharmacists. A bibliography, chronology, glossary, and an index 
of one hundred fourteen pages complete the remaining portion 
of this volume. 

The full significance and value of this book is perhaps best 
stated in the concluding sentence of the text: “If we do not wish 
to lose the great men of and deeds that emerge from pharmacy, 
we must cultivate the ground from which they spring.” The 
authors of the “History of Pharmacy” should take pride in the 
knowledge that they have not only enriched the literature of 
pharmacy but have provided a book which should be a source 
of inspiration to all who have espoused this old and honored 
profession. 


Blood Groups in Man. By R. R. Race, Ph.D., M. R. C. S., Director, 
Medical Research Council Blood Group Research Unit, Lister Institute, 
London, and Ruth Sanger, Ph. D., B.Sc. With foreword by Professor 
R. A. Fisher, F.R.S. Cloth. $6.50. Pp. 290. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; ‘Ryerson Press, 299 Queen St., 
W., Toronto 2B, 1950. 

This book contains an up-to-date, authoritative discussion of 
blood groups and their inheritance. In addition to ABO groups, 
the newer blood groups such as MN, P, Rh, Lutheran, Kell, 
Lewis, and Duffy are reviewed, and methods for identification 
of blood group antibodies are described. The significance of 
blood groups in hemolytic diseases and blood transfusions, and 
the contributions of blood group investigations to problems of 
parentage and identity are reported. The discussion is supple- 
mented with numerous tables and charts. Each chapter con- 
cludes with a list of references, and both an authors’ index and 
a subject index are included at the end of the book. This volume 
should be a useful reference for physicians, geneticists, anthro- 
pologists, members of the legal profession, and all others inter- 
ested in blood group research and its practical application. 


Somatic and Psychiatric Treatment of Asthma. Edited by Harold A. 
Abramson, M.D., Associate Physician and Chief, Allergy Clinic, Mount 
Sinai Hospital, New York. Cloth. $11. Pp. 751, with illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1951. 

This is a rather exhaustive treatise on the treatment of asthma, 
with special consideration given to psychiatric management. 
The book consists of six parts. Part one deals with basic con- 
cepts, and here the chapters on the physiology and psychody- 
namics of respiration and air flow in asthma are especially 
valuable. Part two concerns general methods of testing and 
treatment. Peshkin’s chapter on “Critical Evaluation of Diag- 
nostic Tests for Sensitization” is a complete and noteworthy 
contribution. Part three includes a discussion of inhalant aller- 
gens and their use in specific therapy. Part four deals with 
somatic therapy. This chapter contains contributions by many 
authors, and there is much overlapping and repetition of discus- 
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sions. One may well question the wisdom of having separate 
chapters on intravenous treatment, antihistamines, inhalation 
of gases, aerosol therapy, and experimental production of 
asthma with aerosols in man. Part five is a discussion of psy- 
chotherapy. On the whole, the psychosomatic approach in this 
phase of therapy is dealt with in a common sense manner, 
although one may find it difficult to accept the emphasis given 
to the concept of maternal rejection. Part six deals briefly with 
some aspects of asthma therapy in Latin America. This part 
seems superfluous: the necessary botanical material could have 
been included in a paragraph or two in another portion of the 
book. 

This book has all the faults that can occur in a compilation 
by a large group of authors. Overlapping discussions and multi- 
ple haphazard division of subjects naturally result in “padding.” 
Quality is distinctly uneven. There are scholarly chapters rep- 
resenting material never found before in complete form in a 
textbook. On the other hand, there are also chapters so dogmatic 
and elementary that they seem not to fit in with other portions 
of the book. This volume will be valuable to the allergist and 
physiologist, and it will serve internists because of the special 
features that it contains. However, it is not the type of textbook 
that can be recommended particularly for the embryo allergist, 
the medical student, or the average practitioner who is as yet 
inexperienced in allergy. 


The Doctor: His Career, His Business, His Human Relations. By 
Stanley R. Truman, M.D. Cloth. $3. Pp. 151, with illustrations. Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1951. 

The medical student, the recent graduate, and the mature 
physician will each find much of interest and value in this book. 
It is written from the standpoint of a general practitioner of 
broad experience and of a thoughtful student of many of the 
problems that impinge on medicine today. It offers excellent 
advice and guidance to the young physician about to enter 
practice on such practical matters as location, selection, and 
equipment of an office and the various procedures necessary to 
establish oneself in a community. It goes further and instructs 
him on how to adjust himself to his colleagues, to organized 
medicine, to his patients, and to society as a whole. 

The discussion of many of the problems of medicine are brief 
and often didactic, since they merely express the author’s views 
on a number of highly debatable subjects. Certain of these prob- 
lems are oversimplified, but their presentation should serve to 
stimulate the physician to further inquiry and to arouse in him 
a feeling of responsibility for aiding in their solution. 

Of especial value are the last three chapters dealing with the 
relation of the physician to his colleagues, to the public, and 
to his patients. The thread of idealism that runs through these 
chapters is properly balanced by a sense of reality. They are 
worthy of the thoughtful consideration of every physician inter- 
ested in the enduring progress of medicine. 


agic Into Science. By Henry M. Pachter. Cloth. $4. Pp. 
360, with 12 illustrations. Henry Schuman, Inc., 20 E. 70th St., New 
York 21, 1951. 

This book portrays in easily readable fashion the true history 
of the life, adventures, beliefs, and prophecies of a man who can 
be considered the founder not only of biochemistry and chemo- 
therapy, but of experimental science itself. At the time of Para- 
celsus, chemistry was a technique rather than a science, but 
largely because of his efforts this craft won recognition among 
the sciences. In fact, he was the first to use the word “chemist,” 
and the first to classify chemical substances. 

In his search for truth and knowledge, Paracelsus traveled far 
and wide in a troubled world, disagreeing with the medieval 
folk-medicines and cures and refusing to believe patients doomed 
merely because the books did not prescribe a treatment. From 
his many travels, he brought home experiences that became the 
foundation of his doctrines in medicine and chemistry. 

The fact that Paracelsus lived in the age of the Renaissance 
and the Reformation might explain his development of a phil- 
osophy that was to become the instrument of a radical departure 
from the conservative view. 

Dr. Pachter’s well-illustrated novel contains a wealth of 
historical facts interwoven with the biography of Paracelsus, 
making it extremely worth-while reading. 
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QUERIES AND 


ATHEROSCLEROSIS AND ARTERIOSCLEROSIS 


To THE Epitor:—Please explain the difference between athero- 
sclerosis and arteriosclerosis. M.D.., Florida. 


ANSWER.—Atherosclerosis, so named in 1906, is the most im- 
portant chronic arterial disease. It is responsible for at least 90 
per cent of coronary artery disease, for example. It is almost ex- 
clusively a disease of man among mammals. It occurs in birds, 
notably in chickens fed for market. In these animals it is domi- 
nant in the male, as is true in man. It is a specific focal disease 
which arises in selective sites in the arteriai system, where scay- 
enger ceils, macrophages carrying excess crystalline esters of 
choiesteroi, invade the arterial intima in waves. The esters of 
cholesterol are irritant and slowly stimulate the growth of con- 
nective tissue. Intermittent waves of invading cholesterophages 
im time produce fibrous thickening of the intima and narrowing 
of the arterial lumen. These conditions in the coronary arteries 
favor thrombosis or insufficiency of the vessels. Calcification is 
a terminal deposit in necrotic lesions. Reproduction of human 
lesions follows feeding of cholesterol in rabbits or chickens and 
feeding of cholesterol and thiouracil in dogs. 

Arteriosclerosis is the older term (1830) applied to the com- 
mon chronic arterial disease, especially of the aorta, when we 
knew little about arterial disease. As used today it is all-inclusive, 
embracing atherosclerosis, Monckeberg’s sclerosis and diffuse 
arterial changes, such as dilatation, tortuosity, thinning or 
thickening, which are probably due to wear and tear and age, 
particularly in an already diseased vessel. Monckeberg’s sclerosis 
is a primary necrosis of the media in peripheral arteries, in rings 
or continuously, with fixation of the vessel, by calcification or 
ossification, in the dilated position. Narrowing of the lumen, 
when it occurs, is due to engrafted atherosclerosis. 


MULTIPLE SCLEROSIS 

To THE Epitor:—A 34 year old married woman had her first 
attack of multiple sclerosis in March 1949, with peripheral 
sensory derangement involving one arm, mild ataxia and 
exaggeration of most reflexes lasting about four weeks. A re- 
mission of subjective symptoms lasted one year; then she 
had a severer attack, with general cutaneous hyperesthesia, 
ataxia, nystagmus with diplopia, severe headache and bladder 
retention lasting six to eight weeks. She has had a less com- 
plete remission since this last attack and has been able to 
attend to most of her household duties. Many of the objec- 
tive neurological findings have persisted. Bladder function is 
normal. Can a similar exacerbation be predicted? Is there any 


new therapy? L. M. Lide, M.D.., Florence, S. C. 


ANSWER.—It is characteristic of multiple sclerosis that the 
possibility of exacerbations cannot be predicted in any specific 
way. Some workers believe that alterations in capillary fragility 
occur before an exacerbation is clinically detectable. This does 
not, however, have universal acceptance. 

No statistically valid seasonal variations are known to exist. 
However, this statement must be qualified with the observation 
that unusual climatologic stress may precipitate reactivity of 
the disease in the way that other stresses, such as pregnancy, 
infection and emotional disturbances, have been observed to 
antedate exacerbations. 

There is no new therapeutic regimen for multiple sclerosis. 
It is considered that supportive measures, such as adequate nu- 
trition with vitamin supplements, appropriate patterns of rest 
and exercise and dynamic psychotherapy, all play an important 
role in enabling the patient to withstand the rigors of the disease. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 
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MINOR NOTES 


THROMBOPHLEBITIS 


To THE Eprror:—A patient had thrombophlebitis of the homo- 
lateral extremity following herniorraphy. This became chronic 
with recurrent acute exacerbations. Seven years later thrombo- 
phlebitis of the opposite lower extremity developed. Six years 
later repeated pulmonary infarctions occurred, despite anti- 
coagulation therapy and bilateral femoral ligations. Eventually 
the patient submitted to ligation of the inferior vena cava. 
At operation involvement of both iliac veins was observed. In 
such a situation, is it possible that the iliac veins and veins of 
the second extremity were involved in that order from the 
original source? 


Elmer A. Kleefield, M.D., Forest Hills, N. Y. 


ANSWER. — The history as outlined is typical of a progres- 
sive thromboembolic disease that originated with postoperative 
thrombosis. The original level of this thrombosis may have been 
in the foot or calf muscles of the affected extremity or in the 
pelvis. The prolonged progressive course may be due to several 
factors. The patient himself may have had a tendency to clot; this 
thrombophilia seems to be familial. Once a thrombosis devel- 
ops, the circulatory stasis that it produces is an additional factor 
in the production of ascending or descending thrombosis. The 
clot itself has a propagating quality. Other factors that help to 
reactivate a latent thromboembolic disease are trauma to the 
affected extremity, inadequate elastic support and continued 
smoking. 

Therapeutic measures have a great deal to do with persistence 
of thromboembolic disease. Insufficient anticoagulant therapy, 
either with heparin or bishydroxycoumarin prolongs the disease 
and may increase the clotting tendency. Anticoagulant therapy 
in acute thrombosis must be intensive. Token doses are worse 
than no therapy at all. When vein ligations are done, they must 
be above the level of the thrombus; superficial femoral ligations 
are useful only when the clot is still below the knee. When they 
are done in the presence of iliac thromboses or phlebitis of 
periprostatic, perirectal or perivesical origin, they may even stir 
up a latent periphlebitic process. 

Vena cava ligation was the method of choice in this case, since 
all other methods failed. Even so, patches of periphlebitis may 
occur on both lower extremities unless the patient’s thrombo- 
embolic disease has been eradicated. 


SEVERE DRYNESS OF MOUTH 


To tHe Epitor:—A 59 year old woman complains of dryness 
of the mouth and pharynx of 17 months’ duration. This is 
so pronounced that she finds it difficult to swallow food. 
She had infected teeth, blood pressure of 260/140 and urine 
with specific gravity of 1010, with fluid restriction. The 
tongue and mucous membranes were so dry that the tongue 
depressor stuck to them as if glued. Otherwise the results of 
physical examination were normal. After extraction of the 
teeth she felt better, but her mouth did not change. Her 
blood pressure dropped to 140/110, and the specific gravity 
of the urine would occasionally be as high as 1016. Her 
nonprotein nitrogen is 32 and sedimentation rate 25 mm. 
Have you any suggestions? 


Charles A. Rose, M.D., Hornell, N. Y. 


ANSWER.—-The Jacksons (Diseases of the Nose, Throat, and 
Ear, Philadelphia and London, W. B. Saunders Company, 1945, 
p. 145) in discussing Mikulicz’s disease mention dryness of 
the mouth and the conjunctiva which may be due to the re- 
placement of secretory tissue by an infiltration of lymphatic 
cells. In xerostomia, others mention the role of dehydration 
following diarrheas (typhoid, cholera) and severe febrile dis- 
eases. Chronic kidney disease and epidemic parotitis are im- 
plicated, as is the use of belladonna and its derivatives and 
opium. Dryness following roentgen treatment of facial struc- 
tures is well known. Diabetes mellitus and insipidus are included 
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as causes of xerostomia. One author mentions its occurrence 
in elderly women, in whom it is said to follow mental shock. 
The sense of taste is said to be lost, and speaking and swallow- 
ing are difficult. Because of dehydration, the tongue resembles 
crocodile skin (The Merck Manual, ed. 8, Rahway, N.J., Merck 
& Co., Inc., 1950, pp. 309-310). 

Some of the loosely described symptoms given above may 
really belong to what is more recently described as Sjégren’s 
syndrome, a complex characterized by dryness of the con- 
junctiva, mouth, nose, pharynx, trachea and bronchi. Gastric 
and vaginal secretion may be minimal. Depending on the loca- 
tion, and possibly owing to the action of some secretoinhibitor 
mechanism, there are symptoms divisible into ophthalmic, oro- 
pharyngeal and a so-called classic type, in which the chief 
complaints are swelling of the salivary glands, fever, and gastro- 
intestinal complaints. 

Cooperman (Cooperman, H. O.: Ann. West. Med. & Surg. 
4:344, 1950) suggests that the cause may be too little acetyl- 
choline or too much cholinesterase at the end organ. He suggests 
the use of diethylstilbestrol and methyltestosterone, because 
of the possible relation of the complaints to the menopause, 
and pilocarpine, because of its cholinergic character. Glycerin 
mouth washes are said to be helpful; nasal obstruction should 
be treated to minimize mouth breathing and lost teeth replaced 
by well fitting dentures to help avoid respirational dryness. 


HOT FLASHES IN A MAN 


To tHE Epitor:—For the past year I get “hot flashes” affecting 
the upper part of the body and face, lasting a few minutes 
and concluding with perspiration of the back and the axillas. 
These “flashes” usually occur several times a day with free 
intervals of several weeks or months; they occur at any time 
of the day but, as a rule, in a hot room, and there is a gen- 
eral intolerance to heat. Otherwise I feel well but tired. 
My blood pressure is 150/105 mm. Hg. Eighteen months ago 
1 had homologous serum hepatitis, and the cephalin floccula- 
tion test was still 2+ a few months ago. I have taken vita- 
min B complex in the usual dosage on and off for the last 18 
months. The hepatitis was due to a blood transfusion I had 
received three months previously. Could the flashes be due to 
disturbed heat metabolism of the liver or to the vitamin B? 
Could the flashes be due to the “male climacterium?” I am 
52 vears old. Is there any treatment for this condition? 


M.D., New Jersey. 


ANSWER.—The hot flashes which you describe probably do 
not bear any relation to liver function or to the administration 
of vitamin B. The possibility of the male climacteric should be 
considered, although this condition usually does not develop 
until after the age of 52. A therapeutic trial of androgen might 
be made, with intramuscular testosterone propionate injections, 
50.0 mg. three times a week. If the hot flashes are caused by 
the male climacteric, they will disappear with this form of 
treatment. 


TINGLING OF SOLES OF FEET 


To THE Epitor:—A man, 60, smokes two packages of cigarets 
a day. His dorsalis pedis artery pulsation is very good but he 
complains of burning and tingling of the bottoms of both 
feet which wakes him up at night. He obtains relief only by 
soaking his feet in cold water. His blood pressure is normal, 
and he has no cardiac symptoms or dropsy; the color of his 
feet is good. What can be done to relieve this patient? 


Aurbey L. Lewis, M.D., San Angelo, Texas. 


ANSWER.—This patient’s symptoms are suggestive of erythro- 
melalgia, since the heat, burning, and tingling are relieved by 
cold water. Such a lesion may be on a vascular, a neurologic, or 
a purely functional basis. 

Nothing has been said about the presence or absence of the 
posterior tibial pulse; this should be palpated and its pulsation 
or absence of pulsation noted. If the patient has no reflexes, 
particularly no achilles tendon reflexes, a complete neurological 
examination, including a spinal puncture, is important. It would 
be also necessary to exclude polycythemia, this being a frequent 
cause of erythromelalgia. X-rays should be taken of both feet, 
possibly on one film, and the presence or absence of osteoporosis 
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noted. Cord lesions and even arteriosclerotic ischemia of the 
cord might produce the symptoms described. 

Generally speaking, this man should have a complete exami- 
nation and his neurovascular status evaluated; if nothing is 
found, large doses of thiamine hydrochloride and vitamin B:: 
might be administered for symptomatic relief. 


BEAUTY SHOP OPERATORS 


To THE Epitor:—A beauty shop operator has been complaining 
for months of “tingling and bursting” in her fingers; at times 
they become numb. She is 55, shows pronounced nervous- 
ness and is otherwise normal. She has been taking small doses 
of thyroid extract for some time, because of a mildly abnor- 
mal basal metabolic rate. Hot water, massage, and moving 
the digits relieves the symptoms somewhat. Placing them in 
cold water does not precipitate the spell. There is no obvi- 
ous discoloration. The patient seems to think that some 
cold wave permanent preparations may be responsible, es- 
pecially since her right hand is affected primarily. | would 
appreciate your opinion. 

1, Alan Ulert, M.D., Houston, Texas. 


This inquiry was referred to two authorities, whose respec- 
tive replies follow.—Eb. 

ANSWER.—Numbness and tingling of fingers in a 55 year old 
nervous woman is not uncommon. It is doubtful that such symp- 
toms could have been connected with the use of ammonium 
thioglycolate. Detailed studies of the circulation, including a 
finger plethysmogram and capillary microscopic study, together 
with a study of sensory and vibratory sense could rule out a 
purely functional disturbance. “Bursting” pain is often aggra- 
vated by heat and relieved by cold, it is one of the symptoms 
of erythromelalgia and may be present without color changes. 

ANSWER.—A review of the literature on cold wave prepara- 
tions does not indicate that they have been proved responsible 
for “tingling and bursting” in the fingers. The only unfavorable 
reactions that have definitely been established as caused by cold 
waving preparations are sensitizations and irritations, and these 
occur very infrequently. 

Beauty shop operators are more likely to suffer reactions than 
the occasional user of a home permanent. It is urged by all in- 
vestigators that beauty shop operators wear gloves in handling 
these solutions, inasmuch as a severe incapacitating dermatitis 
can result if sensitization does develop. 

Following is a summarizing statement of a report of the Com- 
mittee on Cosmetics by Dr. A. J. Lehman (J. A. M. A., 141:844 
[Nov. 19] 1949). 

The number of cold waves given each year employing salts of thiogly- 
colic acid can no doubt be estimated in the millions. The number of com- 
plaints in comparison with the total number of applications is small. 
From rigorous laboratory evaluation of the hazards involved, it may be 
Stated that the judicious use of ammonium thioglycolate as a hair-waving 
preparation should prove a relatively innocuous procedure. The majority 
of complaints from patrons and operators are probably due to the mis- 
use of the product because of failure to heed directions or precautions. 
Allergic responses to the thioglycolates appear to have occurred only 
rarely. Allowance must also be made for allergic responses to the other 
ingredients, such as wetting agents and perfumes. 

It is believed that protection for the hands is essential in the case of 


operators or persons who have occasion to be exposed daily to varying 
amounts of the waving solution. 


SPIDER NEVI 


To THE Eprror:—What can be done for the spiderweb-like veins, 
telangiectasis, | believe they are called, on the thighs of a 
healthy girl of 20? M.D., Florida. 


ANSWER.—Spider nevi are small pinpoint-sized to pinhead- 
sized red spots with fine, weblike projections, which radiate from 
the center and are often associated with hepatic disease. They 
may show pulsation. Cutaneous spiderbursts, however, consist 
of a delicate network of fine venules, which have a central pool 
and frequently appear on the thighs of young women. Many 
more develop at a later date, especially during menopause. 
While an individual burst may be injected centrally with a drop 
or two of a sclerosing solution or touched with a fine electric 
cautery, the cosmetic effect is always doubtful and, of course, 
the appearance of new lesions is not prevented. Since the bursts 
are harmless and cause nothing but anxiety on cosmetic grounds, 
reassurance and covering powders or pastes are sufficient. 
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REHABILITATION OF THE APHASIC PATIENT 


To THE Epiror:—/ would appreciate information regarding 
methods of rehabilitation of aphasias secondary to cerebral 
accidents. Some of these patients are unable to write because 
of residual involvement of the arms and hands. 


M. A. Gold, M.D., Butte, Mont. 


ANSWER.—In evaluation of the aphasic patient for rehabili- 
tation, the specific area of language disturbance (reading, writ- 
ing, speaking) must first be determined. An aphasic is usually 
one of four types: (1) expressive, (2) receptive, (3) expressive- 
receptive, or (4) global (e. g., has complete losses in all language 
phases). The prognosis for retraining in language depends prima- 
rily on (1) age, (2) duration of aphasic symptoms, (3) motiva- 
tion of the patient, and (4) his emotional status. The “expressive 
type” aphasic has the best prognosis for language therapy. 

The methods employed in retraining all types of aphasics are 
similar to those used in language teaching for young children 
and in teaching the deaf. The materials used, although elemen- 
tary, are adapted to adult interests. For the right hemiplegic, 
left-handed writing is taught concurrently with reading and 
speaking. The precedures in retraining an “expressive type” 
aphasic include: (1) utilizing all residual automatic speech, such 
as numbers, days, and other units which contain logical series; 
small successes are highly encouraging to the patient; (2) with 
the use of groups of pictures of objects (clothing, food), the 
patient is taught to write, read, and say the names of concrete, 
everyday objects; (3) teaching the patient to handle everyday 
language situations (e. g., writing letters, adding bills). 

Joseph Wepman’s “Recovery from Aphasia” (New York, 
Ronald Press, 1951) is recommended as an easy-to-read, com- 
prehensive account of rehabilitation processes for the aphasic 
patient. 


LEG PAINS IN CHILDREN 


To THE Epitor:—In the excellent discussion on “Leg Pains in 
Children,” which appeared in Queries and Minor Notes, April 
28, 1951, 1 should like to add that it is well to consider a 
functional origin. I recently examined two girls of different 
families, 3 and 6 years of age, in whom the complaint of leg 
pain at night appeared to be an attention-gaining mechanism. 
The physical examination in each instance, including postural 
appraisal, was quite negative. In both cases there was an un- 
usual degree of reciprocal attachment between mother and 
child, as well as an interloper in the shape of a younger 
brother. One of the patients, the 3 year old, relapsed into bed- 
wetting after the arrival of the baby. The mother of each of 
these girls was in the habit of leaving her own bed at night 
in order to comfort the child. The patients have been treated 
solely along functional lines, one with great improvement, 
the other with apparent cure. 

I believe that a postural explanation for pain of this type 
should be consigned to the same attic where “growing pains” 
now rest in deserved oblivion. “Proper” posture is a dog- 
matic, not a normative, concept; hence postural flaws may 
be detected in almost any human, adult or child. We know 
by practical experience that “poor’ posture can be decid- 
edly symptomatic—at any rate the aching back and the sore 
knee become well after postural correction—but the symp- 
toms are quite different from those mentioned above. 


Russell V. Fuldner, M.D., 
85 Trumbull St. 
New Haven 11, Conn. 


To THE Epitor:—Whoever answered the question on “Leg Pains 
in Children” in THE JouRNAL, April 28, page 1393, was some- 
what distracted when he read it. Possibly he was making out 
his income tax. I will try to give what I think is a better 
answer. 

Otherwise healthy and normal children who complain of 
severe pains in the legs do so, in most cases, because over- 
fatigued muscles in the legs are cramping. Such fatigue and 
cramping may be due to simple hyperactivity, or it may be 
due to faulty foot mechanics and most frequently to con- 
genitally short heel tendons. Pain in the pretibial area is 
most frequently caused by fatigue and spasm in the anterior 
tibial muscle brought on by the effort to overcome a con- 
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genitally contracted heel tendon. This may be aggravated 
- by going barefoot and by low-heeled or heelless shoes, such 
as small children wear, and by tennis shoes, such as somewhat 
’ older children frequently wear. Raising the heels % to % in. 
will relieve a large percentage of cases. Those having actual 
pronation or flat foot may also be further benefited by an 
arch support inside the shoe, which should include an exten- 
sion under the first metatarsal if indicated. The arch supports 
should not be put in without the heel lift. Inside heel lifts 
may be used in the tennis shoes. If the child is old enough, 
heel stretching exercises should be given. If the simple meas- 
ures described in the question fail to give relief, 0.25 to 0.50 
gm. of mephenesin orally, either in pills or liquid form, will 
usually be effective and will permit the child and the family 
to get some sleep. Duncan C. McKeever, M.D., 
836 Bankers Mortgage Bldg., 
Houston 2, Texas. 


To THE Epiror:—/n Queries and Minor Notes, April 28, 1951, 
the subject of “Leg Pains in Children” was deficient in a 
number of important conditions. Rheumatic fever, night 
cramps, and severai orthopedic conditions were mentioned as 
causes. The subject matter would not be complete without 
inclusion of the following conditions for differential diag- 
noses: 

1. Acute infectious lymphocytosis. 

2. Sickle cell anemia. 

3. Peripheral neuritis (vitamin B, deficiency or other 
factors). 


4. Acute poliomyelitis. 


5. Periostitis due to congenital syphilis (“sabre-shin”) and 
other conditions. 


6. Coarctation of the aorta. 
7. Arterial thrombosis due to post-infectious diseases. 
A characteristic feature of these conditions is that they may 
cause pains in the entire leg or pretibial region. 
Nathaniel E. Reich, M.D., 
41 Eastern Parkway, 
Brookyn. 


PUSTULAR BACTERID 


To tHE Epitror.—/ was interested in the query on “Pustular 
Bacterid” written by a physician in California. This appeared 
in the April 21 issue of THE JOURNAL, page 1306. In reading 
the treatment recommendations I noticed that nothing was 
said about footwear. Several years ago, a physician had a 
pustular dermatitis of the feet and hands. He hau had a 
thorough examination for all foci of infection at a nearby 
medical center. He was uble to obtain a pair of vegetable- 
tanned leather shoes which were free of all rubber, adhe- 
sives and the like. Wearing these shoes exclusively brought 
about a gradual improvement, and today this physician is 
well. He lost only two weeks from the office and I feel that 
changing the footwear was instrumental in helping to solve 


this case. L. Edward Gaul, M.D.., 
509 Hulman Bidg., 
Evansville, Ind. 


VERNAL CONJUNCTIVITIS 


To THE Epitor:—/n answer to the query on vernal conjunctivitis 
in THE Journat of April 21, 1951 (page 1305) one must take 
exception to the statement that “sensitizing agents are almost 
never found.” The causes are generally pollens, dust, or molds. 
Rarely are foods incriminated. However, in my experience, 
these cases rarely react to scratch testing. Following negative 
scratch test reactions, intradermal tests must be carried out 
with potent extracts. We use pollen extracts in 3% strength 
(30,000 Noon units per cubic centimeter). The test consists 
of 0.05 cc. (1,500 Noon units) intradermally. When skin tests 
are carried out with materials of this strength positive re- 
actions are found in the majority of patients having vernal 
conjunctivitis, Specific treatment based on such positive skin 
reactions is usually successful. 


Samuel J. Levin, M. D., 
3001 W. Grand Blvd., Detroit 2. 
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In 321 travelers treated with Dramamine after motion sick- 
ness had developed, Gay reports results as follows: 


50 mg. every 4 hours 210 204 (97.1%) 
Airsickness 

50-100 mg. 52 51 (98%) 
Carsickness 

25-50 mg. 59 54 (91.5%) 


DRAMAMINE® 


BRAND OF DIMENHYDRINATE 

for the prevention or treatment of motion 

sickness. 50 mg. tablets and liquid form. * 
> 


CEARLE 


*Gay, L. N.: A Subsequent Report on Dramamine, Mil. Surgeon /08:324 (April) 1951. 
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pany, Ltd., 7, Grape Street (New Oxford Street), 
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SUBSCRIPTION RATES 


Price per in advance, including postage 
$15. Canadian, $16.5. Foreign, $19. 
Domestic rates 


Republic of Honduras, 
Uruguay. 

SINGLE COPIES of this and calendar 
year, 45 cents; two years old, 50 cents; three years 
old, 55 cents; in other words, 5 cents ts 
charged for each year preceding the last calendar 
year. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc. +» Pay- 
able to ““AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 

CHANGE OF ADDRESS 
should be received at least 15 days prior to date 
change is to go into effect, and should state 
whether change 1s permanent or temporary. Both 
old and new address should be given. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 


EXCLUSIVE PUBLICATION. 
Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
is covered by copyright. Permission will be granted 
on request for the reproduction in reputable publi- 
cations of anything in the columns of THE JOURNAL 
if proper credit is given. However, the reproduc- 
tion for commercial purposes of articles appearing 
in THE JOURNAL or in any of the special journals 
published by the Association will not be permitted. 


MANUSCRIPTS: Manuscripts should be 
typewritten, double-spaced and the original, not the 
carbon copy submitted unrolled. Carbon copies, or 
single-spaced manuscripts will not be considered. 
Footnotes and bibliographies should conform to the 
style of the Quarterly Cumulative Index Medicus 
pubiished by the American Medical Association. 
This requires in the order given: name of author, 
title of article, name of periodical, with volume, 
page, month—day of month if weekly—and year. 
Unused manuscripts are returned by regular mail. 
Used manuscripts are noi returned. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by THe Journal when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author's name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper. Used photo- 
photographs and drawings are returned after the 
article is published. 
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Therapy and 
Prophylaxis 
of 


FUNGOUS 
INFECTIONS 
of the 
SKIN 


OINTMENT AND 
POWDER OF 
ZINCUNDECATE 


Powerfully 
Antimycotic 


Efficiently 


Antipruritic 
@ 
Well Tolerated 


Cures the average 
moderate to severe 
case in one to three 
weeks. 


Available at 
all pharmacies 


Wal 


Pharmaceutical 
Division 
PD-.25 


WALLACE & TIERNAN 
PRODUCTS, INC. 
Belleville 9, N. J., U.S.A. 
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Classified Advertisements 


PERSONAL CLASSIFIED ADS 
For personal classified advertisements the rate is 
$7 per insertion for 30 words or less; additional 
words 25c each. For box number instead of per- 
a address, add 45c and count 4 additional 
words. 


SEMI-DISPLAY ANNOUNCEMENTS 


h) the rat iit we 30 
additional words 30¢ cach.” — 


FREE INSERTIONS 
To those who remit for four consecutive inser- 
tions of a personal classified ad, we will give 
free two more insertions, provided the first four 
did not consummate a deal. Notice for free 
insertions must be received within two weeks fol- 
lowing date of last insertion. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


COMMERCIAL ANNOUNCEMENTS 
Advertisements of manufacturers, dealers, pub- 
lishers, agencies, etc., and all purely commercial 
announcements under any caption. will 
inserted at the rate of $9 for 20 words er less; 
additional words 30c each. No free insertions 
allowed on commercia: announcements. For semi- 
display, $11.25 for 20 words or less, additional 
vords 40c each. Box number charge same as 
personal ads. 


CLASSIFIED ADVERTISING FORMS CLOSE 
MONDAY NOON 12 DAYS PRIOR TO THE 
DATE OF ISSUE 


Journal A.M.A., 535 N. Deagborn St., Chicago 10 


NOTICE 


EMBOSSED BU SINESS AND APPOINTMENT CARDS, 
1000 paid; deluxe quality; thin lucent; finely 
designed: processed ; domestic orders only. 
i Send dd California. Ruth W. Gross, P. O. Box , Oak- 
and ’ a 


PHYSICIANS WANTED 


RESIDENT alte age APPOINTMENT JULY 1ST FOR 

voluntary Westchester, New 
York. al remuneration; ap- 
AMAL al school and internship. Apply: Bo 1473 


WOMAN PHYSICIAN OF MATURITY—W ITH SOME 

psychiatric experience; unattached; to live in small 
eastern mental and custodial gy send 
with compensation expected. 1474 ¢ AMA 


PHYSIC IAN — CAPABLE OF DOING TRAU MATIC 
surgery and willing to do som 

salary and good reentage ; opport 

Angeles area; write fully: Box AMA.” 


Los 


SSth YEAR 

ee 
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oats Head t: 26 ‘man “orp. serving 
ce : yee. 35,000; NW. (0-50) Head dept; 
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30,000 Wise. 

RADIOLOGY: (748) Priv. pract; Ass'n: 2 cert. rad. 
serving bed and 15 man grp; 
bg 75, coe (T49) Head dept; 250 


p wn 30, S. (150) Ass'n; cert rad: 
active practice; equal $20-$25,000 after 
ist yr; town Boi 

If none of these 


your requirements let 
prepare an ind idual lease send 
our APPLICATIO FORM. Strictly 
"thee openings your requirements let us 
individual survey for you. Please send for on 
ANALYSIS APPLICATION FORM. . Strictly Confidential. 
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WHAT EVERY SMOKER WANTS 


Mildness 


No unpleasant After-laste 


Over 1500 PROMINENT 
TOBACCO GROWERS SAY: 
_ “When | apply the Standard 
Tobacco Growers’ Test to 
cigarettes, | find Chesterfield 
is the one that smells Milder 
and smokes Milder.” 


A WELL-KNOWN INDUSTRIAL 
RESEARCH ORGANIZATION 
REPORTS: “Of all brands 
tested, Chesterfield is the only — 
cigarette in which members 

: of our taste panel found 
unpleasant after-taste,” 


See DAN DAILEY Starring in 
“L CAN GET IT FOR YOU WHOLESALE” 
A 20th Century-Fox Production 


ESTERFIELD 


Copyright 1951, Liccsrr & Mysrs Toaacco Co. 
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SIMILAC 


so similar to 

human breast milk 
that there is 
no closer equivalent 


is economical, too... 


each can yields 
14% eight-ounce bottles 
of normal formula 


zero curd tension 


SIMIVAC 


for term and 
premature infants 
throughout the 
first year of life 


SIMILAC DIVISION 
M & R Laboratories 
Columbus 16, Ohio 


TONICS AND SEDATIVES 
This column is maintained by its 
readers. Contributions are welcome. 


Mother—‘“Johnny, if you eat more cake, 
you'll burst.” 


Johnny—“Well, pass the cake and get 
outa the way.” 
t&s 


In the Chicago Daily Tribune: 


PUT MacARTHUR TALK RECORDS 
ON SALE TODAY 
The price for the 36 minute speech on 
a single, long playing record (33% revo- 
lutions a minute) is $1.85 over the coun- 
ter or $2 by maid. . 
—E. W. Tillotson 


THE MAID MAY BE WORTH IT. 


tGs 


Salesman: “I’ve been trying all week to 
see you; may I have an appointment?” 

Big businessman: “Make a date with my 
secretary.” 

Salesman: “I did, and we had a grand 
time, but I still want to see you.” 


tGs 


Dear Editor: 


The man died at midnight and the hos- | 
pital manager and I drove out into the || 


country to notify the widow. 
She shook her head dolefully: “I have 
it all to do over again.” 


She had just lost her third husband. 
—F. E. Bouza, M.D. 


tGs 


“So you deceived your husband,” said 
the Judge, gravely. 

“On the contrary, your honor, he de- 
ceived me. He said he was going out of 
town, and he didn’t go.” 


tGs 
Dear Editor: 


The following incident actually happened 
recently in an interview. 

During routine history-taking, in re- 
sponse to the question, “Have you ever 
had a fungus infection?” the sweet young 
thing, a college girl, answered. “Yes, a 
few years ago I had flush of the vagina.” 

1 wonder if she meant straight flush? 


—J. T. Harbaugh 
t&s 


Traveler—“How’s the train service 
here?” 


Small Town Native—“Wal, they adver- 
tise one train a day, but you and me know 
them advertisements exaggerate.” 


tGs 


“Where can I get a license?” 

“A hunting license?” asked the clerk. 

“No, the hunting is over. I want a license 
to marry the girl I’ve caught.” 


tGs 


Policeman (to a gentleman staggering 
home at 3 a. m.): “Where are you going 
this time of night?” 

“To a lecture.” 


(Continued on page 32) 
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SIMILAC | 


so sumple 
to prescribe 


simply: 1 measure of Simiiac 
to 2 oz. water=2 oz. of 
normal formula 


ZERO CURD TENSION 


SIMIVAC 


.... prescribed for full 

term and premature infants 
- throughout the first 

year of life 


its fats so altered 
its proteins so modified 
its minerals so adjusted 
its vitamins so supplemented 


that there is 
no closer equivalent 
to human breast milk 


SIMILAC DIVISION 
M & R Laboratories 
Columbus 16, Ohio 
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right through the menopause 


A GOOD adjustment to the menopause is usually dependent on two 
factors: proper counseling and guidance from you and therapy that will 
control the physical symptoms. The latter may come from us—with 
ther apy that imparts SULESTREX. In tiny white uncoated tablets, SULESTREX is a pure, stable, 
reproducible estrone salt. It contains no other urinary constituents, leaving 
no odor, no taste, it odorless and tasteless. Yet SULESTREX is as effective estrogen therapy 
as science has yet devised. 

no afterta ste After completing a recent study of 58 standardized menopausal patients, 
Perloff! described SULESTREX as ‘‘a potent and effective oral estrogen with 
an extremely low incidence of nausea.’ Symptoms were controlled with 
from 0.5 to 4.5 mg. of SULESTREX daily. Other trials have verified 
Perloff’s findings, which show that response to the drug will be constant, 
predictable and relatively free of side-effects. Write for more information. 

SULESTREX is available in 0.75- and 1.5-mg. tablets. 


Abbott Laboratories, North Chicago, Illinois. Obbott 


... oral estrogen 


RY ules CHER Piperazine tablets 


(PIPERAZINE ESTRONE SULFATE, ABBOTT) 


1. Perloff, Wm., H. Treatment of the Menopause. II. In press. 
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SIMPLIFY for SAFETY with SUTTER 


CUTTER 


Saftiflask 
SOLUTIONS 


LV. 


Saftiset 
~CUTTER 


For simplified |.V. infusion 
use this ideal combination 


Saftiset — cutter's new, more 
convenient, all-plastic expendable 
|.V. set ready tor immediate use. 


Saftiflask Solutions — 

Cutter’s complete line of standard 
and special solutions...ready for 
easy, Sterile, pyrogen-free infusion 
Ina matter of seconds. 


Increase Safety * Simplify Technics 
Cut Costs with 


CUTTER: HOSPITAL 


PRODUCTS 


CUTTER LABORATORIES Berkeley. 


(Tonics and Sedatives Continued) 


SLIPS 
From the Cincinnati Times Star: 


Senator Deddends introduced a bill to 
permit commercial propagation of peas- 
ants in Ohio and the establishment of 
shooting preserves by permission of the 
state conservation department. 


—Samuel W. Herman 


tGs 


Work is something that when we have it 
we wish we didn’t; when we don’t have it 
we wish we did, and the object of most of 
it is to be able to afford not to do any some 


day. 
—Phoenix Flame 


tGs 


Novice, at bridge party: “You're an ex- 
pert at bridge, Mr. Jones. How would you 
have played that last hand of mine.” 

Mr. Jones: “Under an assumed name.” 


tGs 


Dear Editor: 


This is part of a report from an E. N. T. 
consultant with a not too meticulous secre- 
tary: 

“Present History: 

Patient gives a history of hearing im- 
pairment associated with flying since 
1946. While in Europe in 1946, on the 
decent, patient developed ear ache, tin- 
nitus and fulness of the ears with marked 
impairment of hearing which lasted for 
15 to 20 minutes. He has subsequently 
had difficulty with the ears as a result of 


lying.” 
—David Selman 
HE SHOULDN'T LIE. 


tGs 


“What is this girl doing at our party?” 
“She’s looking for her husband.” 
“What's his name?” 

“She doesn’t know yet.” 


tGs 


“Isn't this resort a good place for men to 
come who have asthma?” 


“Yes, the girls here can't tell it from 


passion. 
tGs 


ADVICE 
How to Stay a Bachelor 
Answer: Don’t get married. 
—F. E. Bouza 
tGs 


New Office Boy: “I've added those 
figures up ten times, sir.” 
Employer: “Good boy!” 
New Office Boy: “And here are the ten 
answers, sir!” 
t&s 


Hunter to old guide: 
been lost in the woods?” 

Old guide: “Nope, but I was bewildered 
once for four days.” 


tGs 


Reader—“Dear Editor: What's the best 
way to find out what a woman thinks of 
you?” 

Editor—“Marry her.” 


“Have you ever 
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Outstanding 
results 

with 
Furacn 


for example: 
IN CHRONIC 
VARICOSE ULCERS 


In a female aged 47 years. varicose ulcers had proven 
refractory to rest, elevation of the leg, compresses 
and diverse topical applications. There was profuse 
discharge with Micrococcus pyogenes aureus, 
Streptococcus pyogenes, P. aeruginosa 
(pyocyaneus). See J above. 

October 15. Furacin Soluble Dressing applied. There 
was rapid diminution in drainage. The ulcers soon 
showed a clean, granulating surface. 

December 10. Linton skin flap operation performed. 
Furacin Soluble Dressing used postoperatively. 
February 26. Patient discharged (2); complete 
healing two weeks later. 


Literature on request 


NORWICH, NEW YOR K 


FURACIN SOLUBLE DRESSING @ FURACIN SOLUTION @ FURACIN ANHYDROUS EAR SOLUTION 
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Reasons for the clinical effectiveness of Furacin® 
include: a wide antibacterial spectrum, 

including many gram-negative and 

gram-positive organisms — effectiveness in the 
presence of wound exudates — lack of cytotoxicity: 
no interference with healing or phagocytosis — 
water-miscible vehicles which dissolve in 
exudates — low incidence of sensitization: 

less than 5% —ability to minimize malodor of 
infected lesions — stability. 


Furacin preparations contain Furacin 0.2% 
brand of nitrofurazone N.N.R. dissolved 
in water-miscible vehicles. 


R- 
(BRAND OF 


CONTAIN yRazo 
S 0.2° ROF 
AUTION. \SPENSE 
PRESCRIPTION a PHYSICIAN, 
ARNING. G MAY 
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BACTERIAL 


® 
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A unique class of 
antimicrobials 
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SUN GLASSES 


accomplish their prime function of eye- 
protection with distinguished merit. 

Oculens lenses are processed to exact- 
ing optometric standards to assure 
proper light transmission, undistorted 
visual images, the absorption of ultra- 
violet (sunburn) and infra-red (heat) 
rays, and the retention of faithful color 
values. Paired lenses are matched and 


coupled for perfect coordination. 


COMPTONE COMPANY, Ltd. 
1239 BROADWAY, NEW YORK 1, N. Y. 
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_ Street, Sacramento, Californi 


GENERAL TO “JOIN 

urgeon, general practitioner and pediatrician; in large 
mid. west city; office fully rcentage 
depen nding on ‘experience. Box 1459 C, % 


IMMEDI IATE FULL TIME OPENING—FOR | “ASSIS. 

tant to medical director; to do pediatrics - employees 
examination; in crippled children’s hospita age 
Chicago; license required. Box 1 484. A 


WOMAN. PHYSICIAN—LARGE HOSPITAL, 
_ Indiana license required; $5700. Box 1485 C, So AMA 


CLINICAL DIRECTOR—STATE HOSPITAL; INDIANA 
license required; $8000; “ay? ava ailable ; family 
maintenance. Box 1486 C, % A 


administration and operation of 15 bed hos- 

ital elinie in small town; office space within building 
or private gee no capital required; Ohio license. 
Dr. Richard Woodyard, Oak Hill, Ohio. Cc 


CERTIFIED ORTHOPEDIST AND CERTIFI ED | IN- 
ternist—for group association in Los Angeles, California. 

Box $495 €, % AMA. 

SENIOR RESIDENT PHYSICIAN— ~200 ‘BED _TUBER- 

quarters maintenance ; salary open. Box 1478 C, _% AN AMA. 

Ww ANTED:— REFRACTIONIST, PHYSICIAN; TO AS- 


oculist in Detroit, Michigan; please state particu- 
lars including age and qualification. Box 1262 C, % 


PSYCHIATRIST VACANCY — at! IN TOWN; | 
house provided; salary range, oy ha plus family 
maintenance; starting Salary $400-$5 work organ- 
ized like private practice; emphasis on psychotherapy. 
We ite: Superintendent, Box 390, Blackfoot, idaho. Cc. 


SHAY MEDICAL AGENCY 
55 E. Washington Street 


Chicago 2, Illinois 
$12,000 yr. to start; 
ASSISTANT: genl. pract; of Florida; 


AVAILABLE. a, -Surg. has called 
into has 13 bed hosp. equipped to handle 
med. but no obstetrics; 
rental basis or “% could” be worked out; permane 
can clear $2000 mthly. 

WORK: for short term 350 bed 

east north central state; $500 
SW group; American Board “ligible: salar, 
open but 

GENERAL: assoc. w/clinic; est. over 50 ” ago; 3 
full time on staft; Central 

for country pract. w/exc $700 

AHA and SHA. 

GENERAL w/SURGERY: to w/phys. in south- 

state; $700 with new 12 rm. 
bidg. fully w/surgical equip. etc.; 
ail i neomin n car. 

PHYSICI TAN: Beaut. establishment, 

yes state; permanent; $3600 a yr., rm. and 
ba, and a priv. pract. too. 

HOUSE PHYSICIAN: brine pally to cover emergenc 
$400 mnthly.; 215 bed hosp; Middle At atic 


state. 
INDUSTRIAL: full time; Ordnance Plant; North Central 

te; sal. wom. 
INTERNIST: to associate w /internist; $12,000 to start; 


aid 
LOCUM “TENENS: to help phys-s ~4 lovely ci 
betwee and Milwaukee. da 
OBSTETRICIA salary of 
abou i ¢ tnership with no investment in 4 yrs; 


Two needed f Pacific NW 
OPHTHALMOLOGIST: est. California elinie Seeds 
ertified man; salary open. 
ORTHOPEDIST: "to with 28 clinic; north; 
n have posed ortho- 


pedie 
PATHOLOGIST: ertified man for 60 bed hospital and 
o work for county; $13,500-$15,000; East. 
PEDIATRICIAN: (a) If you live in East, you can have 
interview with doctor from -_ NW Grp in Mass. or 


then 
uired. (c) Modern med. center Fla. seeks w 1 quali- 
anted ertified m Pac. NW. 
RESIDENCY SURGERY: Full "credit bul 
of be a? thoracic surg. ; 


to afiili hosp. new med. 

REST RESORT NYSICIAN: ideal opening for physi- 
cian a to live semi-retired life; w/only 2 or 3 
hrs. daily devoted to profession; ious living 
quarters; full mtn; office and nominal salary; priv. 
majority of guests are conva escents; 
as uth 

PHYSICIAN: good opening for Indus. Phys. 
Kansas license; sal. will be in $7500 bracket; wes 
north central state. 

STUDENT HEALTH: Director of Health oe Serv; open; in 
college with enroll. of 3400; South; — J: 
SURGEON: assist Hopkins FACS man; 7 man orp 

in South; salary open. 
INTERNSHIP: for 1; New Ene 
yrs. approved; from nn we 
will do. do tremendous amt. of surg; ae 
TRAUMATIC SURGERY: to assoc. w/2 man lint 
iv. ane indus. cases; no factory work; $700 m 
h central state. 
TUB ncuLosis: One of most modern TB sanatoriums in 
Fla. has open. for resident phy; $400 mo. plus 
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in Brazil 


Broadly useful and readily tolerated, this sulfonamide has been 
pre-eminent in chemotherapy throughout the world for the past decade | 


For nearly a decade, Brazilian medical Journals have contained articles on the use of sulfadiazine in in- 
fectious diseases of bacterial origin, many of which have emphasized its great value in pediatric practice. 


Publications by Brandi, Americano Freire, dos Reis, De Mattos, Refinetti and others have testified to 
the effectiveness and excellent toleration of sulfadiazine. 


These reports have paralleled similar publications in the United States. 


Powder U.S.P. (Not sterilized): 44 pound and 1 pound. 
Tablets: Bottles of 100 and 1,000, 0.5 Gm. (7.7 grains). 
Solution Sodium Sulfadiazine: 6, 25, and 100 ampuls of 10 cc., 0.25 Gm. per ce. 


LEDERLE LABORATORIES DIVISION awenscav Ganamid comravy 30 Rockefeller Plaza, New York 20, N. Y. 
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The 

Office Jewel 
You'll be Proud 
to Own... 
with the 
SPEED 

and SAFETY 
You'll Prize 


NEW PELTON FL-2 AUTOCLAVE 


Here is equipment that not only dignifies and decorates 
the professional office, nut, at the same time, dispels fear 
of post-operative infection. Its 6 by 12-inch pressure 
chamber offers the ultimate in positive destruction of 
spore-bearing bacteria. And the FL-2 is as fast as it is safe. 
It reduces the time between tonsecutive sterilizing periods 


from many minutes to seconds. 


SPECIAL PELTON CABINETS 
for FL-2 AUTOCLAVE 


These two new Pelton cabinets have 
been specially designed to accommo- 
date the FL-2. Graceful lines and qual- 
ity construction are in keeping with 


the Autoclave’s beauty and efficiency. 


The FL-2 is a long-time investment. You 
will not regret waiting for delivery. 


PELTON 


THE PELTON & CRANE CO., 


DETROIT 2, MICHIGAN 
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n small community; grossed $31,000, 1950, 
without surgery: low overhead; open good roads; 
20 miles from Lansing, Michigan. Box 1168 C, % AMA. 


ANESTHESIOLOGIST—T0 JOIN GROUP OF PHYSI- 
cians; organized on group practice basis; serve as head 

of departm ment of in 250 bed 

cellent future. Great Lakes city. Box 1298 C » GA A. 


INTERNIST OHIO CLINIC: must” 
be eligible certified by board; class 

man locum tenens considered: full 

information ist letter. Box 725 C, % AMA 


YOUNG GENERAL PRACTITIONER—NORTH LOW A 

of 600; with large trade territory; gross $18 000; 
new easy terms; new office, also new 
house for rent. Box 1437 C, % AMA. 


[DIRECTOR — CITY. COUNTY DEPART- 
trial 

interest; 


WA ‘FOR COAL CAMP AND 
private practice in south-eastern Kentucky ; 
ow per month $500 plus extras. Box 1 Cc, % 


WANTED—HOUSE PHYSICIAN: For 350 BED HOs- 
in Detroit; a es approved; Michigan 


essential. Box 1443 ce 


ROCHESTER, MINNESOTA—HATIONAL COVER- 


ase group associations, partnerships ations; 
registration free. Medical P Placement Registry. Se Solar. 
ium, Eleventh Floor, Kahler Hotel, 

_ Offices, Minneapolis, St. Paul. 


PARTNER WANTED — MEDICAL-SU RGICAL PART- 
: or location in area having or planning 


. Box 1426 C, % 


"RESIDENT Pu SANA- 
salary enance; m 

for Nort h Carolina Forsyth Coney 

Sanatorium, Winston-Salem, North Carolina. 


IMMEDIATE ATTRACTIVE AND REMU NERATIVE 
- also surgical assistant; Minnesota. Box 1441 C 
AMA. 


FULL TIME ASSISTANT PATHOLOGIST — TO EN- 
large attending staff, Medical College of Virginia; 


salary and upward, depending on experience. Write: 
ector of Surgical Pathology, #200 st Broad St., 
Richmond, Virginia. 
WANTED — INTERNIST; ELIGIBLE FOR BOARDS 
a. “yy practice time; work salary with a 10 
f acceptable will become a partner after 


i 
boards ‘completed. Box 1322 C, % A 


RESIDENT PHYSICIAN—FOR ROTATING NG 
service; contract for 1 year; $200 per month plus full 

maintenance ; 225 general hospital. St. 

Joseph Hospital, Lorain, Ohi 0. _c 


WANTED— FOR GENERAL “PRACTICE: DRAFT 
it physician; te become associated with 2 other 


ici tion, 
‘surgeon; lation. | 439 C, % AMA. 


J.A.M.A., June 30, 1951 


“MEDICAL PLACEMENT AND 
MAILING SERVICE 


(Mrs. Stewart R. Roberts) 
768 Juniper St., N.E. 
Atlanta, Georgia 
EENT: Good copertualty for affiliating with teaching 
medical school while developing own practice. 
DERMATOLOGIST: well doctor in large 
Needed many in South. 


medical center; must be draft e 
For other opportunities in the South, contact us. 


PEDIATRICIANS: 

ey PHYSICIAN FOR LARGE OIL COM- 
operate medical mobile unit for, wire exam- 

ination’ o a field employees. Box 1432 C, AMA 
WANTED— YOUNG PHYSICIAN; 
to join well established 
clinic; 140d 

03 


ANESTHETIST—ELIGIBLE AMERICAN BOARD; 
Pennsylvania; guarantee. New York Medieai 

Exchange, 489 Fifth New York, New 

__Patricia Edgerly, Direetor. 


SURGICAL ASSISTANT WANTED | BY 16 “MAN 
clinic in Mid- Lamp oes department consists of 4 
American Board m m are FACS; 
Bort receptor training Boards; ‘salar 
x 


DRAFT EXEMPT; 
roup; in new medical 
Michigan; remunera- 
AMA. 


CLINIC; CALIFORNIA; 
New York Med 


xchange, 489 
Avenue, New York, New York. Patricia Edgerly 
_Direetor. 


PHYSICIAN 
terested in 


WANTED—RECENT GRADUATE; “IN- 
medicine and surgery; to head service in 

ern equipment, active service; 
360 less maintenance. Apply ns 
| Taunton State Hospital, Taunton, Massachusetts _6é 


INTERNIST—ASSISTANT To MAN: 

phasis cardiology; New Jersey; $7500. New York 
Medical Exchan e, 489 Fifth Avenes, New York. New 
_ York. Patricia Edgerly, Director. Cc 


PHYSICIAN WANTED—EXCELLENT NITY 
for competent resident in general practice yous 
who desires an opening in ished 
ucrative practice, modern office, plan to retire; no cash 

required. Box 1381 C, % AMA. 


OPHTHALMOLOGIST — EENT CLINIC; NORTH 


hospital + ; 


Dakota; $14,400. New York Medical Exe 489 
Fifth Avenue, aes York, New York. Patricia Ed- 
erly, Director Cc 

ANESTHESIOLOGIST — JOIN ESTABLISHED 


group; with hospital+ connections; private fees; vaca- 
tion time; permanent association. Box 1162 C, % AMA 


CHEST PHYSICIAN — TUBERCULOSIS 
jana; $5000-$6000; ana, self and 

‘New York Medical Exchan Fifth Ave 
ew York, New York. Patricia Edgerly, Director. Cc 


WANTED—SURGICAL ~ BY BOARD ER: 
tified general thoracic surgeon; Ty open; 
prefer recent graduate willing to lease. Box 1415 c “Oe 
AMA. 
ASSISTANT—GENERAL NEW YORK 
te; yon. 50; $6000 up ow York Medical Ex- 
Fifth 


_—- New York, New York. 
Patr ia Edgerly, Director. Cc 


ASSOCI ATE IN GENERAL PRACTICE—TEXAS; “AC: 
with 
minimum “ot $750 a ment. Box 1390" C, % AMA, 
PHYSICIAN—MENTAL DEFECTIVES; 
sylvan -$7200; full maintenance, self 
. New York Medical Exe 


han 489 Fifth 
ew York, New York. Patricia | 


GENERAL PRACTITIONER - TO. "NEWLY 

Clinic grow may have mplete or 

pe. ideal. “orl 

est Capitol Drive, Milwau kee, W sin. Contact: Dr. 

1346 North 12th Street, Milwaukee, 
consi 


INTERNIST—ALLERGY BACKGROUND; CLINI. 
cal investigati ch and professio nal service; 
$9000-$11,000. New York Medical Exchan {th 
Avenue, New York, New York. Patricia Edgerly 
Direetor. 


JEW ISH HOSPITAL OF HOPE REQUIRES THE SER- 
vices of a full time medical superintendent and resident 
9 be ro attractive salary; suitable accommodation pro- 
el grounds and good prospects; all 


applications will be treated confidentially 


in writing and addressed to R. Bogante, 
KC. President of the Jewish Hospital of Hope, 4465 St. 
Lawr rence Boulevard, Montreal, Quebec. Cc 


CALIFORNIA MEDICAL BUREAU AGENCIES; 


for physicians and her cal and scientific 
nnel; write for pasteatien blank; registration 
ee. 24S. Los Robles Ave., Pasadena | - California. Cc 


WANTED—YOU NG ey FOR INDU STRY, 
hospitals, hology, ‘student health, ete. 

New Yo 8 ." edical hy 7 East 42nd Street, New York 
ew Yor 


WEST COAST LOCATIONS 


Write for forms—no registration fee 
GENERAL PRACTITIONERS a California, Ne- 
Wyo., N. Mex., Ariz. idaho, Mont., Ore., 


Wash., Co and others. 
DIPLOMATES OF Special Boards, openings WEST 
COAST—SOUTHWEST. nd 


CONTINENTAL MEDICAL BUREAU, Agency 
Helen Buchan, Director 
510 West Sixth Str. 
Los Angeles 14 
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for the symptomatic 
maze of 


York 


tnd o Products Inc., Richmond Hill 18, New 
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Morgan 


Shampaine designed 


for cystoscopic and 


genito-urinary work. 


@ Stainless Steel back and leg 
sections. 


@ Cast aluminum seat with cut-out, 


groove and drainage drawer. 
@ Hand-wheel gear adjustments. 


© Equipped with Bierhoff ‘crutches, 
pull-out footstep and porcelain 


pail. 


Send coupon for details today 


Urological Table 


Dealer's Name 2 


SHAMPAINE CO. 


Nationally Advertised in: 
House Beautiful, N. Y. Times Magazine, 
Houre & Garden, Esquire and others. 
NATHAN PRODUCTS CORPORATION 


Here is a bag physician both 
distinguished i e and prac The 
patented “OPN- FLAP’ allows “to be 
opened to the full length and width of the eee 
.more packing . Zips closed easily without 
ctushing the conten 

“OPN-FLAP” © HYGEIA HAS ALL THESE FEATURES: 

* Outside Card Holder © 2 End Pockets for Rec ords, etc 

Sanitary Rubber Lined Sice Pocket—Adjustable 

ty Solid Leather, Natural Grain 
Colors: Army Russet, or Black 


No. 516—Size: 15x8x6 


No. $18—Size: 17x9x7 .... $30 post Pao 
Send for Brochure and Name of Your Dealer 
2155L PROSPECT AVENUE NEW YORK 57, WN. Y. 


» 


— 


Teckla WHITE pDocTor.... 
GOWNS for your 1S THIS ONE OF YOUR PATIENTS? 


office patients ... 


for home launderin 

Plain Cloth for or 
(same prices for 2G 
6 12 for 


Worcester |, Massachusetts 


* No. 2G mor 


& 3G): 


3 doz. doz. 
BACKS OPEN 12 inches, 24” of N TREATMENT IS INDICATED T 
Extra Ties: full length (48”). Actual BUST, wie 0 10 
50 yards MEASURE of garments: 
for 00 (Small) inches; Size 2 (Me- 
ium) # Size 3 (Large) 60” 
* Write for Style Folders on Teckla’s fine 

DOCTORS’ OFFICE COATS 


TECKLA GARMENT CO., Mfrs. 


(Con froma children’ s dental clinic show- 
$25.00 ing moloclusion due to thumb sucking) 


Size | DISCOURAGE THUMB SUCKING 
FTECommend... 


Order from your supply house or pharmacist 


PRESCRIBE OR DISPENSE 


TECKLA GARMENT CO. 
P. O. Box 863, Worcester — 
Gentlemen: Please send he 


or Postpaid.... 


EXTRA TIES: ....yds. Send C. 0. 


Feckla pays postage on CASH 


ZEMMER 


following 


quantities ‘of TECKLA PATIENTS’ OFFICE 
GOWNS: 

No. 2G: Size 1....; Size 2....; Size 3.... A complete ot a ory 

(Backs ope 12” secede ; or full controlled pharmagebticals. 
length 48 inches...... ) 


Write for 
D. .... Chemish to the since, 1903 al Profession 


THE ZEMMER COMPANY 


Oakland Station » Pittsburgh 13, Pa 


J.A.M.A., June 30, 1951 
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CALITOR AND STATES COM- 

covered; openings in general practice and in 
es; elinies, and opportunties for 
independent practice. Write: Pacific Coast Medical 
Agency 1406-1412 Central 703 Market 
Street, San 3, 


INTERNS AND RESIDENTS WANTED 


The * ‘signifies a hospital approved for intern. 
ships and the 3 approved for residencies in speci- 
alties by the on Education and 
Hospitals of the A. M. Consult Council's ap- 
proved list for types of and residencies 
appror 


WANTED — ‘RESIDENT; FOR “THREE YEAR AP- 
proved eye, ear, nose and throat. service; in 

teaching hospital *+; in New Y City; require gradu- 

ation from approved medical school and Insernehlp in 

Box AM per month and full paintenance. 


A PPROVED RESIDENC 1kS—OPHTHALMOLOGY AND 


uly Ist; 6000 
admissions 000 clinic visits; active in 
ad and neck surgery, plastic surgery and A + 
App ay Su perintendeat. Episcopal Eye, Ear Throa 
Hospital,+ 1147 15th St., NW, Washington 
of Columbia, D 
RESIDENCIES AVAILABLE—JULY 1, 1951; THE 
following approved residencies are available at The 
Cooper Hospital,*+ Camden 3, New Jersey; pathology, 
a 


Please. write: H. Hunt Administrator, for 
further informatio D 


APPROVED INT E RNSHIP — AVAILABLE 
teaching ; board members; ital *+; 

plus fuli maintenance; write bro- 
rr tt explaining training program. Box 1483 D, % 


WANTED—MEDICAL RESIDENTS; FOR J APPROVED 
program 1 to years; course also covers tuberculosis 
= contagious in affiliated county hospital; 
epted for January Ist or sooner. Apply: California © 
Hospital.* + 1414 South Hope Street, Angele me. 
California. 


WANTED—RESIDENTS IN PSYCHIATRY; SALARY 
00 per annum; large eastern mental hospi tal *4+; 
program; training for boards. 
Box 1480 D, Ge A 
THREE YEAR. AC CREDITED | SUR ‘RGICAL RESI- 
dency; in a 300 bed fully approved general =o +; 
extensive program; vacancy Beginning July 1, 1951. Ad- 
dress replies: Executive ontefiore 
Pittsburgh 13, Pennsylvan D 


ONE YEAR OBSTETRIC. AND ‘GYNECOLOGY RESI- 
dency; available July 1st in 226 bed county hospital * 
salary $200 a month plus room, board and laundry. A 

a inquiry: Superintendent, Pierce County Hospital, 

Tacoma, Washing D 


RESIDENT IN APPROVED 

y; hospital *+; stipend 
$150 per month Ist x ntenance. 
Director, St. Francis Hos ital St. 
Hospital, Pittsburgh Pennsylvan 


RESIDENT VACANCIES—DUE TO LAST 
cancillations; make application now for residencies in 


p tal, approved by ACS and AMA; 500 beds. St. John's 
Hlospital,* + Tulsa, Oklahoma: D 


RESIDENCY FOR GENERAL PRACTICE — AVAIL- 
able immediately; 161 bed hospital; just completed; 
large county practice; $300 a month and maintenance. 
Apply: Administrator, Magic Valley adueastel Hospital, 
Twin Falls, Idaho. _D 


IN sU RGERY; 1ST YEAR; 
July 1, 1951; 600 bed Ohio hospital * + ; board approval 
AMA. 4 years; salary $125 per month. Box 1487 D, % 


‘RESIDENCY (AND AUT RESIDENCY—IN | 
available at Highland, Ala- 

++ Oakland, California; be- 

ginning 1951. G. Otis Whitecotton, 


cal Director 
AVAILABLE —C RAWFORD W. LONG HOSPITAL* +; 
Atlanta, Georgia; residency in internal medicine; pre- 


requisite 2 previous years in internal medicine; salary 
$150 per month and complete maintenance; address in- 
quiries to Medical Director. D 


APPROVED RESIDENCY—IN GENERAL | PRACTICE 
now available; salary $250 avd — plus meals. was | 


Hospital, + Muskegon, Michig 


AVAILABLE — RESIDENCY UROLOGY ; AMA AP- 

proved 1 year; approximately 450 bed general hospi- 
tal *+; active urological service; Evanston, Ulinois; reply 
meting qualifications and military siules. Box 1469 D, % 


w ANTED— RESIDENT IN MEDICINE; IST YEAR: 
July 1951; 600 bed Ohio hospital * +; board ere 
3 years ‘salary $125 per month. x 1488 ‘D, % AMA 


RESIDENCIES — AVAILABLE JULY ‘1, 195 0 
graduates of class A medical schools; internal +.» 
surgery, obstetrics and gynecology; 330 bed fully ap- 
proved general hospital.* + rest St. Elizabeth Hos- 
p.tal, Youngstown, Ohio. D 


RESIDENCY—JULY 1, 1951-JUNE 30, 1952; ROTA- 

ting service; 126 bed general ge salary and main- 
tenance; gradu ates foreign . schools nsidered; working 
knowledge English essential. The Polyclini Hospital, 
Carnegie Avenue, Cleveland 3, 


UROLOGY RESI DENT—2 ‘YEAR APPROVED RESI- 

dency starting July 1, 1951; exceptional opportunity to 
train under busy board di plomate urologists; full main- 
tenance and poate stipend. Mount Sinai Hospital,* + 
Chicago 8, Illi _D 


available July 1, 1951. St. Luke’s Hospi 
Chicago 5, IMinois. Apply: Medical Director. 
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Plain 


An Aqueous Suspension «e«PETROGALAR provides a relatively 


small but highly effective dose of mineral oil in a bland, 
hydrophilic colloid base. It mixes readily with aqueous 
media. Since the intestinal tract is essentially an aqueous 
environment, PETROGALAR, given as directed, offers these 
advantages: 


1. No significant interference with intestinal physiology 
(absorption of nutrients, motility, etc.); 


2. Permeation of intestinal contents, forming a soft, easily 
passed stool; 


3. Comfortable bowel movement; 
4. No “leakage.” 


If preferred, PETROGALAR can be given thinned with water, 
milk, or fruit juices—with which it mixes readily. 


PETROGALAR™ 


Aqueous Suspension of Mineral Oil 


HABIT TIME OF BOWEL MOVEMENT 


Wyeth Incorporated, Philadelphia 2, Pa. 


‘ 
Wyeth 
& 
& 
a 
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ADI RES!I- 
APPROVED 


a 

year; full maintenance; 5 transportation 
a: ust ia. Ap aly: Gain, 
_ moO, ‘St. Mon ospital,*+ Phoenix, “Arizona. 


ASSISTANT RESIDENCY IN OBSTETRICS a. GYN- 


udes in 
ho: 1; Ist year stipe 200 plus maintenance. 
‘Apply: Box 1421 D, % AMA. 
PATHOLOGY Age NOW; AP- 
proved 1 and 3 ro meals and laundry; $150; 180-200 
and 5000 surgical tissues Write: J. W. 
Henry, MD, St. Francis Hospital,+ Evanston, Illinois. D 


RESIDENCIES IN ere MEDICINE—AVAILA- 
b 325 bed general hospital +; 


proved for straight Bn AP res ing; board 
salary excellent with full maintenance. Apel: 
ohler, Administrator, ssouri Pacific 
pital Assn., “1755 8. Grand Blvd., ‘St. uis 4, Missouri. D 


WANTED—RESIDENTS: TO ENTER APPROVED 
ning ychia and ot 

versity Hospi tal Veterane Administration Hospi- 

ui embraces ps syeheeemne: ics in general hospital, men- 
tal hygiene outpatient, tha pal danee clinic, 40 

athic w hiatrie hospital; 

sed ‘aterviewing under ned analysts; sti- 


is $3000, $ or approved 3 year 
ine to certification. David c. Wilson, MD, Uni- 
of Virginia Hospital,*~+ Charlottesville, 
_ oe 
APPROVED RESIDENCY “PATHOLOGY—AV AIL- 
eneral hospital,*+ $225 — 
full Write: Superintendent, Sacred 


ital, Allentown, Pennsylvania 
WANTED RESIDENT; FOR COMBINED OPH- 
thalmology and otolaryngolo : fully approved EET 


ster ting sa per month, complete 
maintenance; give fuli details in ist reply. Box 953 
0. % AMA. 


WANTED IMMEDIATELY—RESIDENTS IN IN’ TER- 
ne and Pathology; AMA = s 
d also 2 
ay 
pply: Doctor gton 
Herrick Memorial Hospital, Berkeley “California. D 
WANTED — RESIDENTS IN LARGE “GENERAL 


hospital *; adequate enepesee: long or 

ing military e 
Superint =e Mercy Hospital. Springfield, Massa- 


BOARD APPROVED RESIDENCIES—AVAILABLE IN 
internal medicine; July 1, 1951; busy bed 

h ntern staff and teach 

pply: Medical Department or, Manager, 

Bethlehem, Pennsy Ivania. D 


~ SURGERY RESIDENCY — OPEN JULY FIRST; 

stipend $260-$315 per month; women = ible; s: 
proximately 17,000 surgical ures during 19 
725 bed; Midwest General ater aceredited 
program. Box 1457 D. % AMA. 


IN MEDICINE THREE 

ar appointment; begin July 1, 1951; affiliation 
with University of Michigan for ond year. Apply: Super- 
intendent, Hurley Hospital,*+ Flint, Michigan. D 


RESIDENCY IN SURGERY—EXCELLENT SERV. 


Humphrey etary, . Pos ontgom 

Hospital,“ + Battle Creek, Michigan. 
RESIDENCY—PU LMONARY DISEASES; AVAILAB LE 

August Ist; 11 tuberculosis hospital + doing all 
types Boats surgery; requirements 1 year internship; 
for license; salary open; maintenance. 


AVAILABLE JULY 1, 1951—FULLY APPROVED ONE 


year rotating internships $200; fully approved 1 year 
surgical residencies; $225; fully approved 3 year medical 


yerage; quarters for self; 
uniform laundry. Apoly: Pontiae General 


pital, Pontiac, Michig 


RESIDENCY IN GENERAL SURGERY—FOR JUN- 
; beginning av, 1, 1951; 3 

approved by the American Medical 

elation the Am Surgeons and the 

American d general hos- 


RESID OLOGY; AVAILABLE ARY, 

tal for Joint Diseases,*+ New York; gen- 

featuring orthopaedic surgery; approved 3 

year diagnostic and therapeutic roent genology ; 

ut 50° department activities is erthapaodie radiography 

q and supervoltage therapy. Apply: Executive 
residen 


ND ONE wanes ASSISTANT 

, 1951; in 187 
be of 
seaft Training, Lutheran Hospital of Maryland formerly 
land. Baltimore General Hospital,*+ Baltimore, 


ANTED T; 
in medicine: 


HoL SE OF FICERS—300 BED GENERAL HOS- 


single maintenance. Apply: 
Hospital, Columbus 15, Ohi 


— INTERNAL MEDI. 
tries 


plu 
Stat Con imittee, Grant 


3 year OB-GYN re 
1, 1951; fully A A-ACS: {= 
pital *+; affiliated University entralized 
trainin ng program ; ¥ month lst and 2nd 
years; 
ichigan. D 


ADVERTISEMENTS 
in THE J OURNAL AMA. 


eA CLASSIFIED AD 


from THE JOURNALAMA. 


e AND THE RESULTS 
as told by the advertiser 


FOR KANSAS—$10,000 
posed general practice and excellent home; 800 popu- 


WANTED—PHYSICIAN UN- 
op 


lation, fine surrounding territory, radius 10-35 miles; 
$2000 yearly appointments transferable; will turn over 
practice, home, furniture, and office to young man with 
proper references who will consider purchasing upon my 
return from studying abroad, or sell ey for $1500 
cash; exceptional opportunity. Box AMA. 


RESULTS 


Please discontinue my ad in the American 
Medical Journal. As yet, I have not de- 
cided definitely on a man, but as you 
know, I have been flooded with inquiries, 
and if it should run the full six weeks, 
I would be in a more difficult position 
than I am in now. Kindly do not give 
my name and address to any one. 


Yours very truly, 


(signed) M.D. 


If you want to buy or sell 
—a practice, property, hospital, apparatus, 
instruments or books—if you are in need 
of a location or are looking for a partner 
or assistant, your advertisement is THE 
JOURNAL’S classified section, properly 
written, is almost certain to bring desired 
results. An effective medium covering the 
entire United States. 


WRITE FOR RATES ON 

@ PERSONAL CLASSIFIED 

@ COMMERCIAL CLASSIFIED 
and information on how you may use a 
classified ad most effectively. For current 


issue, ad must reach us by Tuesday, 
eleven days in advance. 


Advertising Department 


JOURNAL of the AMERICAN MEDICAL ASSN. 
S35 North Dearborn Street Chicago 10 


J.A.M.A., June 30, 1951 


INTERNAL MEDICINE AND GENERAL PRACTICE 
approved residencies; available July 1, 1951; limited 
number; monthly stipend $175 plus ae allowance ; 

California license requir Apply ente Hospi- 
tal,*+ 280 MacArthur Blvd, West ‘Oakland. California. D 


WANTED —SURGICAL RESIDENT; FOR FOUR YEAR 
approved se in 400 bed t teaching ae oan’ in 

New York cis: from approv and in- 

ternship in approved poured ; full maintenance 
and r month. Box 1 402 D, % AMA. 


~ SECOND YEAR INTERNSHIPS — AVAILABLE 
throughout the rota services; 
teaching staff; bed tal* +; 
onthly plus full’ maintenance. Write > bro- 

RMA. “explaiaieg training programs. Box 1417 D, % 


WANTED RESIDENT IN ‘GENERAL 
July, 
Doctors Hospital, WwW ashing 


genera 

or ppoin ee: excellent curriculum and cor 
tions. Administ 
ton, ‘of Columbi 


INTERNS — AND GYNECOLO GY; 


pediatrics; residents; X- starting July | 1951: 
approved reside tor univers affiliated 
hospital. “+ y: Executive Director. 7s 
_ Hos pital, tor enth Avenue, Brooklyn, New York. 


OPENING FOR RESIDENT—IN OBSTETRICS- GYNE- 

cology; beginning now or July 1, vag Ol stipend $170- 
per month plus living out allowance for married men. 
Georgia. D 


Apply: St. Joseph’s Infirmary,* + ‘Atlante, 
RESIDENCY IN PRACTICE—ONE To 


program in the teachin ~_ itals of a uni- 
versity medical school. Apply: 0 Graduate Edu- 
cation, University of Colorado Medical School, 
ver. 


APPROVED RESIDENCIES AVAILABLE INTERNAL 


medicine and practice; 1, 1951; 
600 hospital. trator, Sood Be maritan 
Hospital, Cincinnati D 


ROTATING FOR ONE 

year beginning July 1, 1951; grade A schools only; ap- 

A and ; $75 per month, full maintenance 

. Apply: Director, Barnert Memorial 
pital, * Paterson, New y. 


PATHOLOGY — FULLY _APPROVED 


Hos- 
D 


thologic ~ clinical tho open 

July and Januar spital; 

190 psi » urgiea cals. Apply: Director of 
tories, ospital,*+ Evanston, 


RADIOLOGY—APPROVED RESIDENCY; AVAILAB LE 

eal school. Apply Sinal Hospital, 
Chicago 8, D 


BEGINNING JULY 1951—ONE YEAR MIXED RESI- 
cy $185; rotating internship $110; plus full single 
maintenance; ACS approved; AMA approved for intern 
training; copies of training program available on request; 
122 bed full-service hospital * with 20,000 yearly OPD 
eB Bp from New York City; moving to new 2 
bed hospi part 1952. Write: Director, Morristown 
Memorial. Hospital, Morristown, New Jers 


OBSTETRICS AND GYNECOLOGY 


"ava 
Evanston Hospital, 


VACANC IES FOR RESIDENCY 1 IN INTERNAL MEDI- 
ne; 19 ns Administration se 


lo Medicine; applications ‘should 
ssed to the Manager, VA Hospital, Buffalo, ee 


~ UROLOGY RESIDENCY — “FULLY APPROVED; 
medical school affiliation; beds; -& 
pita 


1951. Apply: Administrator, 
__ Evanston, 
APPROVED RESIDENC Y¥— OTOLARYNGOLOGY ; “Two 


vacancies inch and November; 2 “ years; 5 board 
supervisors ine and ofessor; 
residents the surgery under caneaiehion: last year 


id 40 endural mastoidectomies, 


14 laryngectomies, ete; 
salary $2400 


nyt: low cost living quarters for family; 

recommendations available. D. 

, MD, 3629 Caseth, Dallas, Texa 

at PENNSYLVANIA STATE APPROVED INTERN- 
ships available; July 1, 1951; active general hospital * 
with competent staff; excellent accommodations and planned 
rotating internship program; salary $200 a month; only 
American grade medical school graduates considered. 
Apply: Sacred Heart Hospital, Norristown, Pennsylvania. D 


0 


Apply Medical Director 
__ 29th and Ellis Ave., Chicago 16, Iinois. 


APPROVED — IN GENERAL “PRAC- 
Ju , 1951 for American 


married residents at reasonable rates. 
Ho ospital, Fort Worth, Texa 


PATHOLOGY RESIDENC 1ES—FOR> ONE TO 4 
years; available on or after Jul 51; 7000 surgicals 
and 500 autopsies; salaries $1548-$2448, once ding on 


Apply: All Saints 
D 
THREE 


Kan 


"WANTED — nest DENT; SURGERY; $200; IN- 

conferences; | s. Valley H 

__ Charleston, West Virginia. 


RESIDENT IN SURGERY—APPROVED BY AMA 70k 

f surgical specialties. 
ospital,* + 3305 Franklin Blvd., Cleve- 
13, Ohio, Philip Vollmer, Jr., Superintendent. D 


(Continued on page 42) 


A 
40 
‘ (/ 
MW 
ital 
in. institutio ails address 
% AMA, 
nois. 
on Education and Hospitals of the AMA; 
— : , appointments for 1 year subject to reappointment and 
training: internship available. Apply: Dr. A. A. promotion; junior resident $2400 per annum; intermediate 
resident $2700, senior resident $3000; active teaching and 
research programs with conference seminars and clinics; 
all types of cases admitted including communicable dis- 
eases, tu erculosis, female medicine; quarters and sub- 
sistence pic. 
versity o 
be addre 
York. 
and stipend. 
Hospital, * + 
D 
graduates approved medical schools; 110 béd hospital +; 
surgery; neurosurgery; orthopedics; pathology; general 
practice; 500 bed hospital*+; excellent teaching 
staff; board members; $125-$150-$200 monthly plus 
full maintenance. Write for information. Box 1418 D, 
&% AMA. 
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FORECASTING 


DEVELOPMENTS 


in the diagnosis and treatment of 
Nervous and Mental Diseases 


©@ Multiple case studies 
© Reports of experimental work 
@ Nature of nervous and mental diseases 
@ Diagnostic methods 
@ Evaluation of treatment 


@ Searching pathological studies 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10, Illinois. 


Please begin my subscription to A. M. A. Archives of NEU- 
ROLOGY and PSYCHIATRY with the next issue. 


$12.00 YEARLY 


$13.50 FOREIGN 


$12.40 CANADIAN 


A MONTHLY JOURNAL 
WITH BACKGROUND 
AND SELECTIVITY IN 
ITS AUTHORSHIP, 
STRENGTH IN ITS 
EDITORIAL BOARD 


A.M. A. 


Archives of 


NEUROLOGY and PSYCHIATRY 


> 
Se 
i 
i 
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\ 
‘ 
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ho 
year ap 
Superintendent, St. Francis 


Peoria, Illino i 


n 
Hospital,* + 
D 

roved ; 
Write or ghene: J. Hubert, MD, Chairman, 
Training — St. Joseph Mercy Hospital, *+ Pontiac 
DIOLOGY RESIDENCY — AVAILABLE JULY 1. 
n Cancer Institute; 1 year; 90 bed 
service; per annum; 


phy 
300 


comple 
od Medical Center group. Write: 
tal, , OST Campus, Columbus 10, 


RESIDENCIES IN “AND 
laryngo ENT Hospital+ graduates oved 
medical with tnbernehipe: 1,431 admissions ; 442 
outpatients; lectures; conferences; ward rounds; $100 per 
month; maintenance. Box 1340 D, A. 


AVA ILABLE — INTERNSHIPS AND RESIDENCIES; 
AMA S approved 373 bed general 
medicine, surgery, obstetrics 
gynecology, pathology, radiology ; fully approved 1-3 
years and university affiliat desirous of making ap- 
intments at earl pply: Chairman, 
ning Committee, Aultman Hospital, Canton, Ohio D 
PATHOLOGY 300 BED 
Hospital; 3 proval. Apply: 2 
Passaic General Wospital New Jer D 


ANESTHESIOLOGY APPROVED RESI- 
mplete training program; 337 bed teaching hos- 
pointment ‘available; stipend and 
pply: Director, Sinai 

2750 West 15th ‘Place, C hicago 8, 
ROVED RESIDENCY — IN PATH HOLOGY | AN ‘D 
y; 2 years; fully approved hospital, 


clinical 
autopsies, 3500 surgicals; $150 =.* start. pply: 
Director of Laboratories, Saint Joseph's Hospital-* + 
Lancaster, D 


OLOGY RESIDENCY — CORRELATED 
by 3 


ANESTHESI 

with other 
$1500-31800; 
Martin MD Director, Department of Anesthesiology, 
&t. Finesas Hospital. + Worcester, Massachusetts. D 


KESIDENCY—TEACHING HOS- 
3 year appointment; service including 
endural surgery; 

AMA residency approved; available July 1, 1951. 0 

York College Hospital, 340 Henry Street, Brooklyn, } = 


~ APPROVED RESIDENCY—AVAILABLE WITH A 
of anesthesiologists; 


p ; in private practice of 
anesthesiology in d-west Box 1377 D, % 


RESIDENCY—TWO YEARS; AP- 
proved by American Board of Anesthesiolozy; open 
= 1, 1951: $100 plus maintenance Ist year; $150 2nd 
Dr. Daniel C. Moore, Chief s Anesthesi- 

ology. APirginis Mason Hospital.*+ Seatt Wash- 


APPROVED RESIDENCY—IN PATHOLOGY: 
able July 500 | hospital 

miles from ; $100 per — nth: full eR 

Write: Administrator, Bridgeport Hospital, Bridgeport, 

Connecti pd 


INTERN VACANCIES—JULY 1, 1951; GRADUATE 

schools; rotating services; regular lectures and 
conferences; full maintenance; uniforms: 
500 Ww : 
residencies available in pathology, radiology, obstetrics, 
after internship. Write: peau Bridgeport Hos- 
pital, Bridgeport, Connecticu D 


RESIDENT POSITIONS OPEN—160 ‘BED, ‘MODERN, 
progressive, general, voluntary hospital; surgery ae 
obstetrics are particularly active; maintenance plus $200 
monthly; state hot required. Hospital. 
50 Gre reene Ave., Brooklyn 5, New Yor D 


INTERNS AND OPENINGS ARE 
available for July 1, 1951. Medical Placement Service, 
768 Juniper 8t., N.E., Atlanta, Georgia. D 


SITUATIONS WANTED 


GERMAN ORTHOPEDIC SURGEON — RECOGNIZED 

by the German Board; wants to give up his practice in 
Germany; seeks assistantship or association with ortho- 
pedic surgeon rgeon or general practitioner; with later 
possibility of examination and partnership; age 39; 
unmarried; can Page ultrashortwave, ultrasonic 
apparatus, ent his opeceting room and private 
clinic, office Box 1476 I, % AMA 


"OBSTETRICIAN. GYNECOLOGIST — BOARD ELI- 
esires association with group 
individual ia Mid-West or East; prefer soy gan, 
Tilineis, Ohio, Indiana; well tra ined OB-GYN s 
alty teaching 
Califertia. Box 1467 |, % AMA 


DERMATOLOGIST— YOUNG; VETERAN; DRAFT EX- 
; married; board eligible; desires associat ion with 


} ork or adjoining states; at esent 
affiliated with leading New York dermatologist ; oo 
tails. Box 1491 I, % AMA. 
OTOLARYNGOLOGIST CERTIFIED; WEARLY 
forties; category IV; family; = departm t large 
end ; desire on, tner- 


surgery, 
— or California city. Box 
1481 1, 


GENERAL PRACTITIONER — DESIRES SALARIED 

position; anywhere private 
Chicago; graduate class 40; 
family; category 4; must te ‘and offer 
Box 1471 1, %& AMA. 


A SOLUTION TO 


e@ Developed to meet the require- 
ments of doctors. 


e Controls the flow of liquids in 
accurately meas amounts 
. . . lessens regurgitation .. . 


e Reduces aerophagia . . . colic 
caused by air swallowing. 


e Especially successful in feed- 
ing cleft palate and premature 
babies. 


THE VITAL 


. MOST NEARLY 
SIMULATES 
BREAST 
FEEDING! 


SIMPLE— SAFE 
SANITARY 


Fits into neck of 
Davol Nipple! 


(Side View) 


( Top View) 


Only Nursmatic Nurser has all these 
outstanding features « Insta-Valve « 
Davol ‘‘Dual-Purpose’’ Nipple « 
Nursmatic Plastic Collar « Sanitary 
Slip-on Hood ¢ Diamond-Grip Dura- 
glas Bottle « Easy to Clean and Fill. 

Now used by leading doctors and 
hospitals in Chicago and Los Angeles. 
Soon available in your city. 


Write for full information 
Manufactured and distributed by 
NURSMATIC CORPORATION 
Chicago Daily News Building 
Chicago 4, Illinois 


J.A.M.A., June 30, 1951 


: res assoc 

AM exempt, available immediately. Box 


versity hospital trained; ied ; wants association or 

her for limited to 
x 


ot 
eine; prefer academic associations 
I, I, % AMA. 


RADIOLOGIST IPLOMATE: “VETERAN; 


ned kr. lar niversity center progres- 
AMA. Atlantic or 


RECENT GRADUATE—DESIRES ASSOCIATION Ww ITH 
eacoa ns 


not Florida; North Carolina license; not pS Bra sur- 
gery; completed military service. Box 1492 I, % AMA. 


EXEMPTED; 


middle-aged; healthy; reliable: 

desires associati practice, or 

position in industry or hospital; immediately avail- 

b Dr. Samuel, 3047, West, Nineteenth Street. 
_ Chicago, iinois. 


PSYCHIATRIST — CERTIFIED; PhD. PSYCHOLOGY ; 


clinical director of state hospital; paychoanalytical 
orientation; versed in s of ning ; vast clinical 
experience; desires position Box 1493 
% AMA. 


YOUNG CERTIFIED PATHOLOGIST—34; INTEREST- 
ed in medical school teaching job or other offer. Box 
1496 I, % AMA, 


desires position; p, clinic ——_ or hospital or 
industrial; orn Tilinois, New York; 31; married; ver- 
satile; a dius table with Boat al background; 1 
months internship charity hospital; 2 years rotating resi- 
neuropsychiatry ; excellent references. 


INTERNIST — SUBSPECIALTY CARDIOLOGY: MA- 

ture qualified diplomate American oard ; internal 
medicine; American College wants 
buy practice; Texas preferred. Association with group or 
part Box 1321 I, % AMA. 


RADIOLOGIST—37 ; DIPLOMATE; CONSIDERABLE 

hospital yo gee ot desires hospital or clinic affiliation 
in Chicago or northern Indiana area. Dr. Carl Rosenthal, 
6 N. Michigan Ave., Chicago 2, Illinois. DEarborn 2-7203. I 


GENERAL SURGEON BOARD ELIGIBLE; 36; VET- 

eran; desires location association with’ established 
sur, or clinte: available August 15th. Box 
1305 I 


RADIOLOGIST — 36: ‘CERTIFIED ; DESIRES POSITION 


with hospital, group or as associate ; licensed eS 
AMAL Wisconsin; veteran; married. Box 1231 I, % 
OPNTHALMOLOGIST—BOARD ‘CERTIFIED; NEW 
York license; i res association, 
assistantship or — ip t nother eye man or 
aes ; excellent ning, experience both office and 
tal. Box 1342 1, % AMA 


PATHOLOGIST—DRAFT EXEMPT; WIDE EXPERI- 

ence in clinical and tissue pathology. including tumors; 
board diplomate in clinical logic 
anatomy; numerous publicati 
ry AMA. or location for private laboratory. Box 1292 


ORTHOPEDIC ,SURGEON—CERTIFIED AMERI- 
n Board orthopedic veter 

well trained; aMliat on with association 

with orthopedist or location; national board yt 

mate; available immediately. Box !45! !, % AMA. 


PEDIATRICIAN—30; FAMILY; CATEGORY 4; BOARD 

eligible; California license; desires association with 
pediatrician or group in California on salary basis leading 
available July 1, 1951. Box 1452 1, % 


SU RGEON—35; BOARD ELIGIBLE: VET- 

ran; trained - general, orthopedic and gynecologic 
esophagose bronchoscopy ; individual, 
Box parthership Eastern states. 


RADIOLOGIST— BOARDS IN THERAPY; ELIGIBLE 
diagnosis; 15 years directorships ; 
; recommendations em ployer 


«GENERAL SURG EON—32; 
certified ; fam 


group, 


OTOLARYNGOLOGIST—31: DIPLOMATE: CATEGORY 
; well trained ENT, surgery and endoscopy ; also 

practice or association. Box 1291 I, % AMA 


SITUATION WANTED— YOUNG PLASTIC ‘SUR. 
board eligible; a nee affiliation with group; 
is wilting to exchange. ind ence of private prac. 
tice for advantages a evens. Box 1424 1, ca AMA. 
OBs 36; MARRIED; VETERAN, ARD 
qualified; training des 4 year university 
‘specialty teachin, experience; eastern 
tion desired. Box 1347 I, AMA. 


PATHOLOGIST AND CLINICAL PATHOLOGIST — 
certified; experienced in routine teaching Lag 

many contributions "Teteenatianater known; age 65; yoo 

excellent; prefers active service Tn an eastern . central 

center to being retired. Box 1399 I, % AMA. 


PATHOLOGIST—CERTIFIED PATHOLOGIC ANATOMY 
and clinical pathology; Diplomate game ~ Board 

years laboratory and research experi erous pa 

desires position in teac’ ins. 

preferred. 14 ll AMA 


ar considered ; de- 
tails; panties : available August. “Doctors 4601 
Leland Chevy Chase, Maryland. | 


(Continued on page 44) 


UROLOGIC 3 WANTED— 
530 bed ge ved urological 
and main @ 
training i 
WANTED—RESIDENT AND ASSISTANT RESIDENT 
in medicine, surgery and research; in newly 
ulosis unit of Univer- 
Ohio Tuberculosis Hos- 
| | 
oo 
TING 
SELF -R EGULA 
N f W NURSER 
= 
| 
| we 
V 146 
= NV 
| 
| 
8 & 
| 
| 
| 
| 
<> a 
single veteran; location unimportant. Box 1433 I, % AMA. 
ETERAN; CLASS IV: 
ily; southerner; desires 
established surgeon or 
south or southwest. Box 1425 |, % AMA. 
| 
group, individual, or assume practice of retiring dermatol- 
| 
| 
| 


BELIEVE 


Doctor, you probably have read a great deal of cigarette 
advertising with all sorts of claims. 


So we suggest: make this simple test... 


Take a Puitip Morris—and any 
other cigarette. Then, 


Light up either one. Take a puff 
o — don’t inhale — and s-l-o-w-l-y 
let the smoke come through your nose. 


Now do exactly the same 
o thing with the other cigarette. 


Then, Doctor, BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 
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Board; FACP; since receiving military discharge in 
1946; gastroenterology; extensive deach- 
ing experience. For further information, please write: 
Burneice Larson Medical Bureau, Palmolive Pushing 
Chicago. 


WANTED— IN SURGERY; GRADU- - 
ate W mn serve assistant chief surgeon 

pitals; excellent 3 

t deferred; immedi- 
185 


gery, Pert I Board (G 
gery) completed; ‘eligible Thor 
ry. For further information, plea write: Burneice 
Larson, Medical Bureau, Palmolive Building. Chicago. I 


WHEN IN NEED OF AN ASSISTANT OR ASSO- 

ciate, eri art 
ments, 
candidates; negotiations 
Bureau (Burne 
Chicago 


rake 


strictly confidential. Medical 
ce Larson, Director), Palmolive Buliding 


PROFESSIONAL AND TECHNICAL AIDES 


Ww ANTED—REGISTERED DIETITIAN; FOR GENERA AL 
hospital; = average 60. Hamlet Hospital, Hamlet, 
North Carolin L 


TECHNOLOGIST—RECENTLY OR 
eligible; general hospital laboratory; ht calls on 
rotat‘on with time off; 5/2 day week; 


larger hospital campaign now on; 50, college town; 
slenment section; excellent climate. Write: Dr. S. 
Miles Bouton, Pathologist, Lynchburg Genera! Hos- 
pital, Lynchburg, Virginia. L 


W ‘ANTED — REGISTERED MEDICAL TEC HNICIAN; 
for supervision of labora — of a Wisconsin 
qualified = chemistry, hematology an 
of eon and personnel; liberal 
Box 16L %A 

LABORATORY TECHNICIANS—TWO: PREFERABLY 
1, chief — an blood bank; 1, chief duties 

clinteal’ stry; 220 
Write: Direc of Laborator 
Memorial ‘Hospital, Grand ‘Rapids 6, Michigan 


LABORATORY AND X-RAY TECHNICIAN—W ELL- 
equipped clinic group; 3 phys “wie 1 Surgeon ; 


excel- 
lent location city 15,000; central good starting 
salary. (T5 Woodward Medical th, 185 North 
Wabash, Chicago, Illinois L 


MEDIC AL TECHNOLOGI ST WELL- ESTABLIS HE 
general college town northeastern 

ation; n 

tunity learn X-ray technique; $3000 u 

Med ical Bureau, 185 North Wabash, "Chicago, Illinois. 


WANTED — (33) BIOCHEMIST; WITH pastes AL 

raining in_ physiological chemis try and tox 
PAD. preferred ; sy large hospital; Pacific 4) 
MEDICAL TEC LOG rexistered or 
‘ 


hospital, York City. 
CIAN; general hospital; resort town located California 
(38) BACTERIOLOC experienced public 

; Chicago area; ound (39) BAC- 
OLOGICAL TECHNIC IAN: experimental surgical 
new re buildi ing; duties 
research for armed force 


CHIEF X- Bas TEC HNICIAN—TO DIRECT TECHNI- 
large sity medical center; some 

est a poe and educational cen- 
degr quired ; salary. Woodward Medical 
Bureau, North Wabash, Illinois UL 


LABORATORY AND X-RAY TECHNICIANS — ARE 

area; if you are interest n locating in 
the South, site: Placement and Ma iling Service, 
768 Juniper St., N.E., Atlanta, Georgia. L 


PHYSIOTHERAPIS ST — WELL alae: TAKE 
charge small _Well-equipped, ment; 100 Pa 
hospi noted Michigan and college 
teau, iss North Ww abash, Chicago, Illinois L 


BACTERIOLOGIST, CHEMISTS, 
cians, X-ray — physical therapists, oc- 
ties 


cupational therapists, op in all parts of the 
nation inclu ne countries > Continental United 
States. La cal Bureau, Talmolive 
cago L 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
CHIEF MEDICAL IST : South: 
ob fully appr H 
hnologists apor raves by AMA and ASCP; duties: 
and direction laboratory, blood 
bank —- school; iderable freedom is allowed in 
eutical 


choice of labor borat procedures 
micROBioLoGist East; Pharm Company; 


m and labo- 
w 

pharmaceutical poses: requi 
crobiclogy and 

and r afiliation to 


PRACTICES” WANTED 


WISH TO TAKE OVER PROSPEROUS GENERA 


ice, wi major surg 
facilities or own hospital; ae t consider sastnecelip or 
new loca on; Texas only. Box 1446 N, % AMA. 


~ EYE OR EENT PRACTICE WANTED—WITH EX. 
cel income; would consider 
involved, where . Box | N, % AMA. 


L 
odern hospital 


ming White Porcele 


and Stainless Stee 
RENWAL" 
STERILIZERS 


RENWAL No 5 
DIABETIC 
STERILIZER 


— 


APPALACHIAN HALL 


ASHEVILLE NORTH CAROLINA 


such as physiotherapy, 
oN outdoor sports, horseback riding, etc. Five beautiful 
courses are ava — LY pat — Ample facilities 

for classification of patien single or en suite 
with every comfort = 

For rates and further i nformation, write 

A goalashion Hall, Asheville, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


DESIRABLE ASSISTANTS 
for your institution 
can be contacted thru 
A Classified Advertisement 
in THE JOURNAL 


MEDCO PRODUCTS COMPANY 


3603 E. Admiral Pi. Tulsa 12, Okla. 


J.A.M.A., June 30, 1951 


HOSPITALS AND SANATORIA FOR SALE 


aa SALE—12 BED HOSPITAL-CLINIC; UNLIMITED 

actice, including surgery and obstetrics: offices in 

location Mid-West; hospital fully fully 
taffed; operating at profit. Box 1309 oO, AM 


FOR SMALL ONLY 
A 


PRACTICES FOR SALE 
ARIZONA—OPHTHALMOLOGIST’S PRACTICE; WON- 
derful yea climate; excellent location for EENT; 


available "lnmediatels : will introduce; retiring. Box 1463 
P, % AMA. 


LARGE GENERAL PRACTICE: 


icely shed and 
X-ray, fluoroscopy, tabolism, high 
AMAL available immediately; terms. Box 1237 P, 


CALIFORNIA - — AT ‘ONCE; GOING OPHTHALMIC 
practice with Pe 7 nt surgery; San Leandro; popu- 
lati and “industrial area; ‘details. 


on 30,000; dentia 
Stanley 67 Gleneden Avenue, 
Cal 
CALiponniA SOUTHER: ITY 55,000 POPU- 
lation; gener 000 


annually; will con m 
e and home Box. P, 


CALIFORNIA — ACTIVE (GENERAL PRACTICE; 
autiful northern California of 30,000; 
established practice; will 
Box 1489 P, % AM 
CALIFORNIA—SOU THERN;: EXCELLENT LOCA TION: 
y ; well established, remunerative nceepistel: 
practice; — equipped; 
modern air conditioned; 0 3 doc ; account 
transferable ; h 


IN 
well 


n most cone section; carries Ls contracts; must be 
experie need, Box 1413 P, % AMA 
YEARS ‘EENT 


CALIFORNIA—LONG BEACH; 21 
eash income $60,000 a will i 


a at sell practice and eauipmen ent or sell buitd- 
ing toes ren building $725 a month. Box 


CALIFORNIA — EXCELLENT GENERAL ‘PRACTI ICE 
facilities; fine locat ; fully eq 
year old ‘hat occupied dentist. 
lers, Fowler, Califor 


DELAW ARE GENERAL PRACTICE; 15 ROOM HOME 
includ 6 room equipped office suite; in Fapidly 

community; 3 ‘aie south of W 

ing we year after 4 years; leaving due to " health. 

Box 1453 P, % AMA. 


“Mrs. 


ILLINOI s— NORTHERN; FXCELLENT ‘GENERAL 
on aged averaging $50,000 a tow 

schools and highway; fine 15 away; price 

of practice records an t $5000; with n 

ly 4 room home and 

beautiful home, 5 acres, 

during introductory riod; complet 

September Ist; reason for moving. leaving state Box 137 

AMA. 


INDIANA—NORTHERN ; CITY 30,000; GROSS 

general equipment only’ 
1406 P, % AMA 


INDIANA—GENERAL PRACTICE; GROSS $25, 

$30,000; e lease on 7 room office ; will sell for et 
of ‘oven town, 10,000; special- 
izin x 1362 P AMA 


NORTH CAROLINA UNOPPOSED GENERAL PRAC- 
tice; 4 miles 50,000 He ; hos male: wa, $20,000 
lst year; future unlimited ; comp ent; 
KG; R; X-ray; diathermy; Fecot de health failing; 

terms; will introduce. Box 1261 P, % AMA 


OHIO—GENERAL PRACTIC E; COMPLETE sU AL 
EKG, BMR, diatherm ray; 
hospital 
Interested in surgery; should gros 
1465 P » % AMA. 


if 
s $20,000 lst year. Box 


EXCELLENT 
0,000; lucrative: 


OK LAHOMA — EENT PRACTICE 
AMA 


equipment; 20 years re location 
competition ENT surgery; 1 
terms, 144 49 P, % 


OREGON LARGE AND SEPARATE FIVE 

room office; sing $28,000 - 
munity; excellent hospital tactilies; will pre- 
vailing real estate prices. Box 1355 P, % AMA 
PENNSYLVANIA—GENERAL PRACTICE; 

60, 2 n staff hospitals; made enoug -y'y years 
to permit records ; 
liberal terms. Box 1 % AMA 


PENNSYLVANIA—NORTH EAST CENTRAL; “ACTIVE 


general practice; including 
in attractive : enient 
hospitals; leaving for Californian 1397 P, % 


to 3 
AMA. 
SOUTH CAROLINA — EXC ELLENT LOCATION; AT 
foot of Blue Ridge Mountains; equipment, less than 
Se: replacement value $4,000-$5,000; income ample; 
Ly. all patients; rent is $40 a month; col- 
%; may start any time up to 
1, 1951; a hy health; age of retiring doctor, 55. 
1444 % AMA. 
TEXAS—NEAR CORPUS CHRISTI; GULF COAST 
mild winters; cattle raising, oil fields. 
,000; good practice 20 wears; 
office, e; oA health. Box 1460 P, % AMA. 
VIRGINIA—GENERAL PRACTES: UIPMENT IN- 
eludes X-ray, diatherm mr. ote or terms; 
hospital; apartment available; to speciation. Box 
1458 P, % AMA. 


(Continued on page 4) 
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— , other 
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N« 34 75 
R tor YOuR 
OIABETIC 
ng. 
AMERICAN SUNDRIES CO., INC., B KLYN, N.Y. 
: — | cash down payment for inventory and good will: | : on 
tution for 
rest, con- 
valescence, 
f the diag- 
alcohol 
Appalachian Hall is located in Asheville, N. C. Ashville 
justly claims an unexcelled all year round climate for V 146 
health and comfort. All natural curative agents are used 
minimum, $350. (35) PHYSIOLOGIST; trained in physi- 
cal chemistry, mathematics; MS degree required; duties 
consist of directing Beuterium studies; medical school 
lin REHABILITATION THERAPY 
ee stimulation of 
innervated muscle 
or muscle groups. 
A 
ry | Medcotronic 
termine sa w generous. Stimulator 
Write for 


Vol. 146, No. 9 


The only broad-spectrum antibiotic available 

in concentrated drop-dose potency, Crystalline 
Terramycin Hydrochloride Oral Drops provide 
200 mg. per ce.; 50 mg. in each 9 drops. 
Indicated in a wide range of infectious diseases, 
Terramycin Oral Drops are miscible with most 
foods, milk and fruit juices, affording optimal 


ease and simplicity in administration. 


Supplied 2.0 Gm. with 10 cc. of diluent, 


and calibrated dropper. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y 
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BOOKS RECEIVED 


Books received by THE JOURNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
THE JOURNAL readers as space permits. Books 
listed in this department are not available for 
lending. Information concerning them will be 
supplied on request. 


Scoville’s The Art of By Glenn 
L. Jenkins, Dean and Professor of Pharmaceutical 
Chemistry, Purdue. University, School of Phar- 
macy, Lafayette, Indiana, Don E. Francke, Chief 
Pharmacist, University Hospital, University of 
Michigan, Ann Arbor, Michigan, Edward 
Brecht, Dean and Professor of Pharmacy, Univer- 
sity of North Carolina, School of Pharmacy, 
Chapel Hill, North Carolina, and Glen J. Sper- 
andio, Assistant Professor of Pharmacy, Purdue 
University, School of Pharmacy, Lafayette, Indi- 
ana. Eighth edition. Cloth. $7.50. Pp. 515, with 77 
illustrations, The Blakiston Company (Division of 
Doubleday & Company, Inc.), 1012 Walnut St., 
Philadelphia 5, 1951. 


Primary Carcinoma of the Liver: A Study in 
Incidence, Clinical Manifestations, ya 
AEtiology. By Charles Berman, M.D., B.Ch., 
Senior Medical Officer, Consolidated Main Reef 
Mines and Estate, Ltd., Maraisburg, Transvaal, 
South Africa. With foreword by Sir Ernest Ken- 
naway, M.D., D. F.R.S., and introduction by 
Henry Gluckman, M. R.C.S., L.R.C.P. Produced 
by means of grant from South African Council 
for Scientific and Industrial Research. Cloth. 35s. 
Pp. 164, with 83 illustrations. H. K. Lewis & Co., 
Ltd., 136 Gower St., London, W.C.1, 1951. 


A Text-Book of X-Ray Diagnosis, by British 
Authors, in Four Volumes. Volume I. Edited by 
S. Cochrane Shanks, M.D., F.R.C.P., F.F.R., 
Director, X-Ray Diagnostic Department, Univer- 
sity College Hospital, London, and Peter Kerley, 

, F.R.C.P., F.F.R., Director, X-Ray Depart- 
ment, Westminster Hospital, London. Second edi- 
tion. Cloth. $12. Pp. 434, with 439 illustrations. 
W. B. Saunders Company, 218 W. Washington 
Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W.C.2, 1951. 


Large Quantity Recipes. By Margaret E. Terrell, 
M.A., Professor of Home Economics and Director 
of University Dining Halls, University of Wash- 
ington, Seattle. Selected and tested under sponsor- 
ship of American Dietetic Association. [Second 
edition of “Quantity Food Service Recipes.’’] 
Cloth. $7. Pp. 414, with illustrations by Jean Mc- 
Connell. J. B. Lippincott Company, 227-231 S. 6th 
St., Philadelphia 5; Aldine House, 10-13 Bedford 
St., London, W.C.2; 2083 Guy St., Montreal, 1951. 


Blood Groups in Man. By R. R. Race, Ph.D., 
M.R.C.S., Director, Medical Research Council 
Biood Group Research Unit, Lister Institute, Lon- 
don, and Ruth Sanger, Ph.D., B.Sc. With fore- 
word by Professor R. A. Fisher, F.R.S. Cloth. 
$6.50. Pp. 290. Charles C Thomas, Publisher, 301- 
327 F. Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 49 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W 
Toronto 2B, 1950. 


Personality Form of 


Structure in a Common 
Colitis. By Georgene H. ied Ph.D., Lester M. 
Morrison, M.D., and Beverly Fest, B.A. With 


assistance of Nellie M. Young, R.N., and Vance 
Boileau, Ph.D. Psychological Monographs: Gen- 
cral and Applied, Herbert S. Conrad, editor. Vol- 
ume 65; number 1; whole no. 318. Paper. $1. Pp. 
26. Am. Psychol. A., 1515 Massachusetts Ave., 
N.W., Washington 5, D. C., 1 ’ 


West Virginia Standard Code 

Autepsy Procedure. Approved and published ed 
West Virginia State Medical Association, Hos- 
pital Association of West Virginia, Association of 
Pathologists of West Virginia, West Virginia 
Funeral Directors Association. Paper. Pp. 15, with 
2 illustrations. West Virginia State M. A., Box 
1031, Charleston 24, 1951. 


Diabetes Insipidus. By Harry Blotner, M.D., 
Associate Visiting Physician, Beth Israel Hospital, 
Boston, Mass. Edited by Henry A. Christian, A.M., 
M.D., LL.D. (Reprinted from Oxford Loose-Leaf 
Medicine with same page numbers as in that work). 
Cloth. Pp. 179-194 (188), with illustrations. Oxford 
University Press, 114 Sth Ave., New York 11, 


1951, 


(Continued from page 44) 


WASHINGTON — LESS GENERAL PRAC- 

tice for sale; modern etapa in good spot 
in Pacific Northwest: owner eftering residenc superb 
opportunity; _, purchase for re sponsible party; avail- 
able now. Box 1148 P, % AMA. 


WASHINGTON PORT; PRESENT 

t go into established practice 
available: community; good 8 miles 
away; no competition. Box 1464 P, % AM 


WEST VIRGINIA—WHITE SULPHUR SPRINGS: 


poc- 


eral practice; | 
electrocardiograph, iable imm iately; terms. 
Box 1470 P, % AM 


w ISCONSIN — LARGE EENT PRACTICE ESTAB- 
34 midwestern city 50,000 edical center; 
munity; excellent aah, colleges, ete; 
retiring account age and 3 
reasonably priced; easy terms. Box 128 87 P + Vo AM 


APPARATUS ETC. FOR SALE 

FOR SALE—FISCHER | F- oO DIATHERMY, COUCH 
pad; Iron treatment table; diathermy machine; knives, 

light; Two > bags: one large, 

one small. Box 1320 Q, % sa 
LARGE OF NEW USED EQUIP. 

and ays on hand for the 

physician 


. Harry Wells, 400 
ast 59th St.. New York 22, New York. Q 


FOR SALE—ONE WAITE-BARTLETT 200 KV, 10 
Milliampere therapy unit; three tank style; with an 
Acme drum and tube; in operating condition; make offer. 
Box 1440 Q. AMA. 


20 CYSTOSCOPES—THREE OFFICE TYPE AU 70. 
claves; surplus a autoclaves and equipment; — 
and BL binocular microscopes; cambridge cardiograph 
trial lens sets; X-ray illuminators a. 50. Atlas Surgical, 
178 2nd Avenue, New York 3, ork. Q 


1 BEC K- LEE STRING TYPE Se ARDIOGRAPH 
including mobile stand, $200; 


1 Cardiotron Direct 
Writer Electrocardiograph, 3 years old, $325. Keleket 
of Florida, 511 N. E. 15th Street, 


FOR RENT 


PEDIATRICIAN’S TWO ROOM SUITE—IN NEW DE- 

luxe medical arts building in Winnetka; not a clinic, 
but other suites all occupied by well known specialists in 
other fields; avail- 
Winnetia 6- 5000, Lincoln Avenue, 
Iilinoi T 


FOR RENT — LUCRATIVE GENERAL PRACTICE; 
vacated thru recent death; central New York city of 

120,000; excellent hospitals; tu equipped office; X-ray; 

Seerenee ope ; EKG; short wave, etc; will introduce. Box 
1357 T, % AMA 


REAL ESTATE FOR SALE 


MARGARETY ILLE, NEW YORK— DELAWARE COU N- 
18 room ho nouse; 4 room bungalow; 4 car garage with 
veretian swimming poo cabanas; 
- hot- -water heat; ample supply of spring wa ter: 
eautitully. landscaped grounds; 140 miles from 
rivate entrance off main highway; close 
ideal for convalescent home, sanatorium, or year 
rn to sell. P. O. Box 272, eRe 


6 
oil heat 
¢ 


N Y 
around hotel; 

ville, New York 


FOR SALE—HOME AND OFFICE COMBINATION; 
work with sala 


quick sale; relocating in Flori 
MD. 314 Towanda St., White Haven, Pennsylvania. X 


FOR SALE—LOCATION; SUITABLE FOR PIE HYSI- 

clan or thalmologist, ——" dentist or clinic 
combinations: rty new cons of optometric office, 
home and income property; ideal. residential 
location; near Detroit; Teautees $20,000 cash, balance 
terms. Box 1 1466 X, % AMA. 


ANESTH ETIST WANTED 


MEDICAL ANESTHETIST — ASSISTANT; YOUNG; 
Philadelphia: oe ‘ 00 bed hospital *+; salary plus 
percentage. 137 73. AMA 


ELECTROLYSIS 


SUPERFLUOUS HAIR REMOVED Leger ANENTLY— 

specializing in difficult cases; no case too small, no 
case too far advanced; painless; free consultations; by 
appointments only. Lucille Bouchard, Licensed Electrolo- 
gist, jens ark Avenue, New York New York. 
RE 7-793 


MEDICAL PHOTOGRAPHY 


CLINICAL PHOTOGRAPHY; PHOTOMICROGRAPHY; 

moulages; lantern slides; X-ray prints; drawings; motion 
pictures; prompt mai orders. — Haggett, 220 Ww. 
42 2d St... New York 18, New Yor 


MEDICAL WRITING 


MEDICAL WRITING STAFF WILL DO YOUR W VRIT- 

res; xghostwriting; editing; 
pa.. ©... professional work; reasonable rates. Box 1221, 
AMA. 


NURSES WANTED 


Pack FOR ATLANTA REGIONAL 
Cros enter; 40 hour 5 day wee ood 
salary leave policies and social secur- 
benefits. Apply: Chief Nurse, Atlanta Reotane’ Blood 
Center, 818 Al N.E., Atlanta, Georgia, 


SCIENCE INSTRUCTOR WANTED 


SCIENCE INSTRUCTOR—FOR 135 BED HOSPITAL; 
salary according to past experience and education. 

— of Nursing, Laconia Hospital, 
ew Hampshire 


Cie, 120 Boulevard Saint-Germain, Paris 6e, 1951. 


J.A.M.A., June 30, 1951 


Collected — Grants-in-Aid by the Ameri- 
can Cancer through the Committee on 
Growth of the > Melons Research Council, 1946- 
1947, Prepared by Medical and Scientific Library, 
American Cancer Society. Cloth. Various pagina- 
tion, with illustrations. American Cancer Society, 
47 Beaver St., New York 4, [n.d.]. 


Behandlung innerer Krankheiten: Richtlinien 
und Ratschliige fiir Studierende und Arzte. Nach- 
trag zur 4, Auflage. Von Prof. Dr. Ferdinand Hoff, 
Chefarzt der medizinischen Klinik der stidtischen 
Krankenanstalten Aachen. Paper. Pp. 41. Georg 
a on Diemershaldenstrasse 47, (14a) Stuttgart 

1951. 


oat Kidney: Structure and Function in Health 

- By Homer W. Smith, A.B., Sc.D., 

M. MS. Professor of Physiology, New York Uni- 

versity College of Medicine, New York. Cloth. 

$12.50. Pp. 1049, with 153 illustrations. Oxford 

— Press, 114 Fifth Ave., New York 11, 
1951. 


Confrontations: Radio-anatomo-cliniques. Pub- 
liées sous la direction de M. Chiray, R. A. Gut- 
mann et J. Sénéque. Fascicule IV. Paper. 1250 
francs. Pp. 67, with 127 illustrations. Gaston Doin 
& Cie, 8 Place de l’'Odéon, Paris, 6e; Masson & 


Human Relations through 
ealth Education, Physical Education and Recrea- 

og First Yearbook, American Association for 
yy Physical Education and Recreation. Cloth. 
$4.25. Pp. 562. e Sixteenth 
St., ee Washington 6, D. C., 


Ultraschall: Eine Einfiihrung. Von Dr.techn. 
Dipl.-Ing. Ernst Hippauf. Band I, Verdéffentlichun- 
gen der Gillet Electronics, herausgegeben von der 
Gillet Company, Bregenz. Paper. $1.90. . 
with 33 illustrations. Wilhelm Maudrich, Spital- 
gasse 1B, Wien IX/2, 1951. 


Rabelais: His Life, the Story Told by Him, 
Selections therefrom Here Newly Translated, and 
an Interpretation of His Genius and His Religion. 
By John Cowper Powys. Cloth. $3.75. Pp. 424. 
Phi'osophical Library, Inc., 15 E. 40th St., New 
York 16, 1951. 


A New Theory of Gravitation. By Dr. Jakob 
Mandelker, Assistant Professor of Mechanics, 
Georgia Institute of Technology, Atlanta, Georgia. 
Boards. $2.75. Pp. 25, with 3 illustrations. Philo- 
sophical Library, Inc., 15 E. 40th St., New York 
16, 1951. 


Sex Offenses: Problem, Causes and Pre- 
vention. By Manfred S. Guttmacher, M.D., Chief 
Medical Officer, Supreme Bench of Baltimore. 
Cloth. $2.50. Pp. 159. W. W. Norton & Company, 
Inc., 101 5th Ave., New York 3, 1951. 


Speech Habilitation in Cerebral Palsy. By 
Marion T. Cass. Cloth. $3. Pp. 212. Columbia 
University Press, 2960 Broadway, New York 27; 
Oxford University Press, Amen House, Warwick 
Sq., London, E.C.4, 1951. 


The Beginnings of Diplomacy: A ——_ 
Study of Intertribal and International R 

By Ragnar Numelin, Ph.D. Cloth. $12. i 372. 
Philosophical Library, Inc., 15 E. 40th St., New 
York 16, 1950. 


Teaching Better Nutrition: A Study of Ap- 
proaches and Techniques. Prepared by Jean A. 
S. Ritchie. FAO Nutritional Studies, No. 6. Paper. 
$1.50. Pp. 148, with illustrations. Washington, 
D. C. 1950. 


Pasteur et la microbiologie. Par Albert Delau- 
nay, chef de laboratoire a I'Institut Pasteur. Paper. 
Pp. 136. Presses universitaires de France, 108 
Boulevard Saint-Germain, Paris 6e, 1951. 


The Public Welfare Directory 1951. Loula Dunn, 
editor. Cloth. $5. Pp. 365, with illustrations. 
American Public Welfare Association, 1313 E. 
Sixtieth St., Chicago 37, 1951. 


White Mineral Oil and Petrolatum. By Erich 
Meyer, Ph.D. Cloth. $4.75. Pp. 135. Chemical 
Publishing Co., Inc., 26 Court St., Brooklyn 2, 
N. Y., 1950. 


Publications from the Division of Surgery, 
Northwestern University Medical School. Vol. XV, 
1949-1950. Paper. Various pagination. Chicago. 
[n.d.]. 
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YOUR PRACTICE 


CA monthly chronicle of medicine’s 
rapidly growing role in industry! 
A. M. A. Archives of INDUSTRIAL HYGIENE and 
OCCUPATIONAL MEDICINE 


Edited by men of outstanding reputation in the fields 
of industrial health and preventive industrial hygiene: 
Prof. Philip Drinker, Boston, Chief Editor—and Robert 
Kehoe, M.D., Cincinnati; James Sterner, M.D., Roches- 
ter, N. Y.; Frank Patty, Detroit, Mich.; Theodore 
Hatch, Pittsburgh; Frank Princi, M.D., Cincinnati; 
Fenn E. Poole, M.D., Glendale, Calif.; William A. 
Sawyer, Rochester, N. Y. 


Covering the research and field aspects of industrial 
hygiene and the clinical and -medical aspects of occu- 
pational industrial health programs. 


Merging the best features of Occupational Medicine 
and The Journal of Industrial Hygiene and Toxicology. 


Integrated closely with the activities of the Council of 
Industrial Health of the A. M. A. and the American 
Industrial Hygiene Association. 


Directly or indirectly, much otf today’s medical practice touches 
upon mdustry—servicing industrial firms, attending employees, apply- 
ing to general practice some of the findings of industrial medicine. 
The comprehensive new A. M. A. Archives of INDUSTRIAL HYGIENE 
and OCCUPATIONAL MEDICINE will bring reports of these impor- 
tant developments regularly to hand, with original articles delving into 
the problems and day to day experiences of the physician in industry; 
an excellent abstracting service similar to the section carried in the 
Journal of Industrial Hygiene and Toxicology; additional foreign 
journal abstracting, by special arrangement; reviews of current books 
and reviews of current literature. 


From the first issue this better and more useful journal of industrial 
medicine promises to be “must’’ reading for well informed physicians. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10 


Start my subscription to A. M. A. Archives of INDUSTRIAL HYGIENE and OCCUPATIONAL 
MEDICINE with the next issue. Per year, $8.00. (Canadian, $8.40; Foreign, $9.00) 
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NEW YORK UNIVERSITY POST-GRADUAT 
477 FIRST AVENUE, NEW YORK 16, N. Y. 


1951-52 


Graduate Courses of one year’s duration in the sciences basic to: 


Anesthesiology Dermatology and Syphilology Otolaryngology 
Forensic Medicine Industrial Medicine Ophthalmology 
Internal Medicine Neurology Pediatrics 
Psychiatry Urology 


E MEDICAL SCHOOL 


Surgery 
Physical Medicine and Rehabilitation 
The degree of Master of Science with parenthetical designation of the specialty is offered in connection with the successful completion 
of one of the above courses, together with two additional years of approved training. 
For application and information about these and other courses, address: 


OFFICE OF THE DEAN, POST-GRADUATE MEDICAL SCHOOL 
(A Unit of the New York University-Bellevue Medical Center) 


SECLUSION MATERNITY | Let Waiting Patients Read... 
in charge, At | HEALTH 
AIRMOUNT 
TODAY'S HEALTH 18 th 
of sellable tatormation for lay people, ‘and 
1s n 
OSPITAL mite Lor public on the important problems of health 
For sie ann pote in a language which can be understood by 
Unmarried MRS. everyone. 
te THOMSON | 1 year, $3.00 2 years, $5.00 
duce expenses. 27th St. | AMERICAN MEDICAL ASSK, 535 Dearborn, Chicago tu 


GREENS’ EYE HOSPITAL 


Completely equipped for the surgical and 
medical care of all cases pertaining to 
ophthalmology and otolaryngology. 


Address all Communications to M. Hamilton, Superintendent 
BUSH ST. AT OCTAVIA @ SAN FRANCISCO @ WEst 4300 
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FOR TODAY’S DOCTOR 
VOLUME 3 


QUESTIONS AND ANSWERS 


925 MEDICAL QUESTIONS 
ANSWERED BY EXPERTS e« e e 


For the first time since 1942, you can now get the latest volume 
ot “Selected Questions & Answers.” This book contains almost a 
thousand queries and as many expert discussions on current prob- 
lems in more than 42 fields of medicine. It contains the most im- 

rtant items from “Queries and Minor Notes” published in the 
{OURN AL from the years 1943 to 1949 inclusive. 


“Selected Questions & Answers” provides a handy reference work 
for busy doctors and it will answer many questions which arise in 
ey daily practice of medicine. The answers have been prepared 


authorities in the various specialties. It is one book you will want 
to have at your finger tips. 


HERE ARE A FEW OF THE LONG LIST OF IMPORTANT CHAPTERS 


dey 


1. ARTHRITIS AND RHEUMATISM </ RESERVATION CaRTIFICATE 
2. BURNS AMERICAN MEDICAL ASSOCIATION 
3. THE COMMON COLD 535 NORTH DEARBORN, CHICAGO 10, ILLINOIS 
4. FEMALE MENSTRUATION AND MENOPAUSE Send me a copy of the new Questions & 
> CARDIOVASCULAR SYSTEM Answers, Vol. 3. | enclose remittance of $3.00. 
7. DISEASES OF THE GASTROINTESTINAL TRACT NAME............. ADDRESS...... eens 
INFECTIOUS DISEASES 

CITY...... ZONE it .. STATE..... 
10. NO. (if any) 


= 
w 
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> 
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Soe aS MAIL THIS COUPON NOW 


Vol. 146, No. 9 49 
The New York Polyclini 
MEDICAL SCHOOL AND HOSPITAL (Organized 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 
three months full time course covering general . +s +s 
in the clinics and on the cadaver of caudal, spinal, nosis and treatment; witnessing operations; ward 
field blocks, etc.; instruction in intravenous anes- rounds; demonstration of cases; pathology; radi- 
thesia, oxygen therapy, resuscitation, aspiration logy; anatomy; operative proctology on the 
bronchoscopy. cadaver. 
For information address: THE DEAN, 345 West 50th Street, New York 19, N. Y. 
For tuberculosis and diseases of the Chest. a DISORDERS 


few miles Re - of “‘'? lorado Springs in the 
the an individu al 


Pike's Peak — 


8. i 
“with a pom sleeping porch. Ideal climatic 
condition Rates on request 
For detailed information, address 
Henry W. Maly, M.D. rae 
Director 


Colorado Springs, Colo. 


a Dr. Albert H. Dollear, Supt. 

Lic. Or. Frank Garm Norbury, Med. Dir. 
Dr. Samuel N. Clark, Phys. 

JACKSONVILLE, ILLINOIS Dr. Henry A. Dollear, Asso. Phys. 


Official A.M.A. 
Auto 
Emblem 


for 
Local Medical 


Identify your members with this emblem on 
the front and back of each car to assure bene- 
fiting by all traffic courtesies. This emblem 
is sold only in quantities on order of a medi- 
cal society—not to individual physicians. 
Price, minimum quantity, 25 emblems—$3.00 
each, delivered. 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 
Chicago 10, Ulinois 


BELLEVUE PLACE 
for 
Nervous and Mental Diseases 
EDWARD ROSS, M. D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


The Willows Maternity 


Sanitarium, Inc. 
Est. 1905 


Superior services for expectant unmarried 

mothers. Patients accepted any time. Early 

entrance advised. All adoptions arranged 

through the Juvenile Court. Rates reason- 

able and adapted to patient’s needs. 
WRITE FOR CATALOG 

2927 Main Street, Kansas City 8, Missouri 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 


ALCOHOLISM and DRUG ADDICTION 
Modern Methods of Treatment 


MODERATE RATES 


tstablishea 1901 


fully Approved by the 
licensed by State oj Jilinow 


American College of Surgeons 
SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 


DISEASES OF THE ENDOCRINES 


Physiology and Diagnostic Methods 
July 9 to July 21, 1951 (Full Time) ~ Tuition: $100.00 
Rachmiel Levine, M.D., & Members of the Dept. & 
Endocri search & of Clinical 
A balanced program of basic information and peng application. 


MICHAEL REESE HOSPITAL POSTGRADUATE SCHOOL 


SIZE OF CLASSES LIMITED. For further information, address: Dr. Samuel Soskin, Dean, 29th St. & Ellis Ave., Chicago (6, til. 


ELECTROCARDIOGRAPHY 
intensive postgraduate course for graduate physician 
August 20 to Sept. 1, 1951 Tuition: $150.00 


By 
Louis N. Katz, M.D., F.A.C.P. 
Recent advances will be considered, including V & aV 
leads and Vectorcardio hy 
Beginning and advanced ja Bg Group and individual instruction. 
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m on the course! 


Help problem patients eat wisely. Steer them toward the 
tempting group of special diet recipes in Gerber’s new booklet. 
These dishes have a double appeal: Flavor and enticing appearance. 


Appetizing recipes are grouped for Bland Diets, Soft Diets, 
Low Residue Diets, etc. Tips on attractive tray and table service 
give an added fillip to mealtimes. 


What about important food values? They’re here in Gerber’s 
Meats, Cereals, Fruits and Vegetables. These values are protected 
with care in the processing of every one of Gerber’s 45 Foods. 
Thrift note: Ready-to-serve, Gerber’s cost less than many 
special-diet foods prepared at home. 


to use with your Patients. 
New Enlarged Special 
Diet Recipe Booklet, 
Professional Reference 
Cards, Modified Sippy 
Diet Lists. Write to 
Gerber's, Dept. 206A-1 
Fremont, Mich. 
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